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TOXIC GOITRE.* 





By A. Hotmes A Court, M.D. (Sydney), 
F.R.C.P, (London), 


Honorary Physician, Sydney Hospital. 





Texic GOITRE is a most suitable subject for discus- 
sion at a meeting combining medical, surgical, and 
radiological interests, because it is a matter of great 
importance that a clear understanding of the 
nature and treatment of this condition should be 
reached in accord with recent advances in the 
knowledge of thyreoid disease. 

The material from which the subject matter of 
the two papers to be presented tonight has been 
derived has relation to thirty-six patients treated 
in my own private practice during the past three 
years, together with thirty-one patients in public 
hospital service. Of the thirty-six private patients, 
five have been treated by irradiation and thirty-one 





d at a meeting of the New South Wales Branch of the 
British Medical Association on May 31, 1934. 





have been submitted to subtotal thyreoidectomy. In 
thirty-five of these cases a clinical cure of the 
disease has resulted. One patient did not survive 
operation, but, having been dealt with elsewhere 
under conditions other than those to be described 
by my surgical colleague, is excluded from the series 
to which our conjoined authorship refers. Thirty- 
one patients have been treated in public hospital 
during a period of two and a half years. All have 
been submitted to subtotal thyreoidectomy without 
fatality. 

During the period under review, and for several 
years preceding, an intensive study of this disease 
has been carried out in conjunction with Dr. George 
Bell, by surgical colleague at the Sydney Hospital. 

Although in past years it has sometimes appeared 
in discussions at combined meetings such as the 
gathering tonight, that there was in some way an 
opposition or antagonism between medical, surgical, 
and radiological treatment, an attempt will be made 
to show that these methods are not necessarily 
conflicting, but rather that medical preparation and 
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after-care should be in reality complementary or 
supplementary to active measures employed, either 
thyreoidectomy by operative performance or the 
production of involutionary changes by irradiation. 

Before proceeding to discuss the treatment of 
this disease it is first necessary to have clear under- 
standing of the modern conception of toxic goitre 
or thyreotoxicosis as a clinical entity. 

Following the well known work of Sir Thomas 
Dunhill®™ and the teachings of the Melbourne 
school as enunciated in a recent publication by Dr. 
Hume Turnbull and Dr. Alan Newton, the 
following clinical classification has been adopted. 


Toxic Goitre. 


A. Primary toxic goitre. 
Graves’s disease. 
B. Nodular toxic goitre: 
(I) Following exophthalmic goitre. 
(II) Without preceding exophthalmic goitre. 
C. Associated with single thyreoid tumour. 


It is frankly admitted that instances occur in 
which it may be a matter of great difficulty either 
clinically or histologically to tabulate cases strictly 
in accordance with this classification; all workers 
experienced in the study of thyreoid pathology 
will agree that great diversity of structure may be 
encountered in sections taken from various parts 
of the gland removed from a thyreotoxic patient. 

The suggestion has recently been put forward by 
Rienhoff that the logical and scientifically correct 
foundation for clinical diagnosis in cases of 
thyreoid enlargement should be: 


Clinical Classification (Rienhoff). 

A. Diffuse goitre—enlargement of gland, smooth or 

diffuse, with or without hyperthyreoidism. 

B. Nodular goitre—with or without hyperthyreoidism 

as evidenced by signs and symptoms. 

The term “toxic adenoma” previously employed 
is to be regarded as misleading, because proof is 
lacking that a benign neoplasm ever displays func- 
tions affecting the organism as a whole, although 
it is obvious that an adenomatous tumour may be 
situated in a gland showing pathological hyper- 
plasia in other parts of its structure; moreover, the 
single tumour in cases of this group is not neces- 
sarily an adenoma. The clinical syndrome of 
hyperthyreoidism is always associated with histo- 
logical changes in the gland, denoting hypertrophy 
and hyperplasia of the gland parenchyma. 

It is necessary briefly to review the signs and 
symptoms met with in the various types of thyreoid 
disease associated with thyreotoxicosis so that a 
clear understanding may be reached of the principles 
of treatment. 


Exophthalmic goitre. Primary 


Primary Toxic Goitre: Exophthalmic Goitre: Primary 


Graves’s Disease. 

The classical picture of primary toxic goitre is 
familiar: Diffuse, more or less uniform thyreoid 
enlargement, ocular signs prominent, marked 
nervous symptoms with evidence of sympathetic 
stimulation, tremor, tachycardia and functional 
cardiac disturbance of varying degree, often 
associated with high systolic pressure and increased 





pulse pressure The basal metabolic rate is almost 
invariably markedly increased. A picture of a 
patient so affected is shown in Figure I. In Figure 
II is shown a section of the thyreoid gland of this 
patient. 


all 


Case I. M.R., aged forty-six years: exophthalmic goitre. 

Thyreoid tumour appeared in November, 1932. Tremor, 

palpitation, clamminess of skin. Ocular signs well 

marked. Loss of weight, 7-65 kilograms (one stone 

three pounds). Basal metabolic rate + 35%. Pulse rate 

134. Diffuse, smooth enlargement of thyreoid, most 
marked on the right side. 


Ficure I. 


Figure Ii. 


Section of thyreoid in Case I, showing characteristic 
hyperplasia of Graves’s disease. 
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The essential causes of this disease are still 
obscure, but it is well recognized that nervous or 
emotional stress may play an important part in 
its wtiology. Focal sepsis does not apppear to 
be of primary importance, although possibly an 
aggravating factor. 


Treatment. 


It is chiefly. in very early cases of this type that 
success has. sometimes been claimed for medical 
measures alone, provided that prolonged rest was 
assured and recognizable causal stresses were 
eliminated. 

In the experience of Dr. Bell and myself, and of 
almost all authorities, it is very unusual for health 
to be fully restored under these conditions unless 
something definite is done to attack the erring 
gland directly. We hold the view that patients 
treated by the so-called “methods of masterly 
inactivity” may become improved in health tem- 
porarily, but rarely, if ever, get well. There 
remains in almost all cases a condition of mild 
chronic intoxication leading: to relapse and ultimate 
cardiac breakdown. 

The aim of medical treatment should therefore 
be to control the thyreotoxicosis by producing a 
remission of acute symptoms, and so to place the 
patient in a position of safety to undergo some 
form of radical treatment leading to ultimate cure 
of the disease. 


Ficoure III. 


Section of gland (hyperthyreoidism) showing characteristic 
hyperplasia. (After Rienhoff.) 


The effective measures to attain this condition 
of safety are rest in bed and the judicious employ- 


ment of iodine, with the help of sedatives where 
indicated. There still exists, unfortunately, grave 





misconception of the methods and effects of iodine 
medication in toxic goitre. 

It has been clearly demonstrated that the bene- 
ficial effect of iodine, normally employed as Lugol’s 
solution in doses of 03 to 0-6 mil (five to ten 
minims) three times daily, is usually produced in 
two to three weeks or less (see Figures III and IV). 
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Fieure IV. 


Section of same gland (Figure III) showing involutionary 
changes after use of Lugol’s iodine. (After Rienhoff.) 


A marked remission of the symptoms of thyreo- 
toxicosis can almost invariably be produced by this 
means, but this state cannot be maintained 
indefinitely. The prolonged use of iodine is definitely 
detrimental, producing frequently a_ state of 
toxicity greater than the first and rendering 
surgical measures more hazardous. The tachycardia 
of thyreotoxicosis is little, if at all, controlled by 
digitalis. It has been our practice, however, to use 
digitalis in certain cases as an immediate pre- 
operative measure, in particular where _ the 
mechanism of auricular fibrillation was persistent. 

As the disorder of the heart’s action is essentially 
a toxic process, removal of the toxic element as 
early as possible is the obvious therapeutic measure. 
A remission of symptoms having been produced, a 
decision has to be made as to the appropriate 
further procedure. 

Two courses are offered: (i) irradiation, (ii) sub- 
total thyreoidectomy. 

In carefully selected cases there is evidence that 
a cure of the disease may be brought about by 
irradiation. In my opinion the cases should be 
early, that is, definitely belonging to the diffuse 
(non-nodular) group, with soft, uniform enlarge- 
ment of the gland. Adequate rest over a period of 
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weeks should be regarded as essential. Amongst 
the population of this country the economic factor 
often precludes the necessary period of semi- 
invalidism. 

In the opinion of Dr. Bell and myself, subtotal 
thyreoidectomy, carried out under the optimum 
conditions which will be expounded by Dr. Bell, 
appears to offer the most expeditious and satis- 
factory result in the great majority of cases. In 
the series reviewed conjointly this operation has 
been carried out successfully without fatality and 
with entirely satisfactory results. Adequate 
preparation, correct anesthesia, and careful after- 
treatment have reduced the risk of the procedure 
to a minimum. The matter of technique is to be 
fully discussed in Dr. Bell’s paper. In my personal 
judgement, local anesthesia, with a moderate degree 
of basal narcosis, employing morphine and atropine 
by hypodermic injection, or paraldehyde by the 
rectum, is the safest method of procedure. 

It is maintained strongly that careful team work 
and the closest cooperation between physician and 
surgeon is essential and that the exigencies of the 
condition of each individual patient should be care- 
fully studied to achieve the most satisfactory 


results. 
After-treatment is chiefly concerned with the post- 
operative use of Lugol’s solution and dealing with 


disturbance of cardiac action, should such persist. 
Digitalis and quinidine have been found useful in 
eases in which auricular fibrillation has persisted 
and where cardiac embarrassment has not rapidly 
disappeared after thyreoidectomy. 


Nodular Toxic Goitre. 


It has already been stated that nodular goitre 
may exist with or without evidence of thyreo- 
toxicosis. The condition is sometimes observed 
following simple or colloid goitre. In these cases 
toxic symptoms, chiefly cardiac in nature, may 
have become manifest during the fourth or fifth 
decade of life (see Figure V). 

The larger proportion of nodular toxic goitres 
represents cases of primary exophthalmic goitre 
which have undergone partial involution either 
spontaneously or following treatment. In many 
instances there has been prolonged misuse of iodine. 
The nodular masses have been shown to result from 
involutionary changes with colloid deposition fol- 
lowing the hyperplasia and epithelial proliferation 
associated with the previous hyperactivity of the 
gland. In such cases it is common to find areas of 
hyperplasia and changes in the gland substance 
apart from the nodular areas (see Figure VI). 

The symptomatology differs from that of primary 
exophthalmie goitre in that ocular -signs and 
nervous symptoms are less, whereas cardiac dis- 
order is pronounced. Auricular fibrillation is 
commonly observed in such patients. In cases of 
unexplained tachycardia or arrhythmia of this type 
the possibility of thyreotoxicosis should be con- 
stantly borne in mind. Increased basal metabolic 
rate is less marked in this group, and a low or 





normal figure should not necessarily be regarded as 
a contraindication to thyreoidectomy should other 
clinical evidence of thyreotoxicosis exist. 





Ficure V. 


Case Il. M&., aged fifty-four years: nodular toxic 

goitre.- Goitre present for eighteen months. Loss of 

weight, 15-75 kilograms (two and a half stone) in two 

years. Palpitation. Nervous and irritable. Pulse rate 

100. Tremor marked in last six months. Thyresid 

much enlarged, surface very nodular. Pulsation present 
in gland with systolic bruit. No exophthalmos. 


Fieure VI. 


Section of gland from Case II (nodular toxic goitre). 
Hyperplasia of glandular tissue. In rts appearances 
are those of thyreotoxic goitre; in other parts appear- 
ances are different; lymphoid tissue is present in small 
amount, and there are small areas of dense fibrosis. 
Caleareous deposits in the wall of a medium sized artery. 
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Treatment. 

Contrary to previously accepted teaching, it has 
been found that remission of symptoms may be pro- 
duced by iodine in nodular toxic goitre. This is 
readily understood when it is realized that thyreo- 
toxicosis is inevitably associated with hypertrophy 
and hyperplasia in the gland parenchyma. Subtotal 
thyreoidectomy after adequate preparation is the 
method of treatment. The results are as satis- 
factory as those in the former group of cases, 
provided that the disease has not been allowed to 
continue so long that permanent damage has 
resulted to the cardiac mechanism. 


Toxic Goitre Associated with Single Thyreoid Tumour. 

Finally there remains for consideration Group C, 
toxic goitre associated with single tumour as 
distinct from multiple nodules. As already stated, 
the term “toxic adenoma”, frequently applied, is 
inappropriate in that the tumour may be other than 
adenomatous in nature, for example, a cyst or a 
localized area of hyperplasia (see Figures VIIa 
and VIIp). 
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Figure VIIA, 
Single tumour toxic goitre. 


Treatment. 

When toxic symptoms are present, the principles 
of treatment are those applied to nodular toxic 
goitre. In the presence of tumour without obvious 
toxic symptoms the logical procedure would appear 
to be removal of the tumour in anticipation of the 
development of toxicity, particularly if it be 
increasing in size (see Figure VIII). 

In the case of cystic tumour, sudden hzmor- 
rhage producing a surgical emergency has been 
experienced. 

Conclusions. 

An attempt has been made to elucidate toxic 
goitre as a symptom complex associated with varied 
pathological changes in the thyreoid gland. 





The essential structural changes associated - with 
thyreotoxicosis are hypertrophy and hyperplasia of 
the gland parenchyma. 


ae are 3 








Figure VIIs. 
Single tumour toxic goitre in section. 


In regard to treatment, an attitude of vacillation 
has no justification. Medical measures are prac- 
tically confined to the preliminary control of toxic 
symptoms in anticipation of radical measures. 


Figure VIII. 


Tumour removed from patient suffering from adenoma 
with colloid degeneration. 


In certain carefully selected cases irradiation has 
been found to give satisfactory results. 
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Subtotal thyreoidectomy in expert hands, under 
the conditions laid down, provides a clinical cure 
of the disease with negligible mortality, and in the 
present state of knowledge is the method of election 
in the vast majority of cases. 
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TOXIC GOITRE.* 


By Grorce Beri, O.B.E., M.B. (Sydney), F.R.A.C.S., 
Honorary Surgeon, Sydney Hospital. 


My paper tonight is complementary to that of my 
colleague, Dr. Holmes 4 Court, and will set out in 
some detail certain facts concerning the patients 
we have treated in Sydney Hospital. Five of these 
patients were males and twenty-six females. 

The ages are set out in Table I. 


TABLE I. 


Number 


Age Period 
of Cases. 


(Years). Percentage. 








Of these patients twelve had received previous 
medical treatment, in most instances by iodine. Two 
had been treated with thyreoid extract, two with 
X rays, and one of these had had septic teeth 
extracted and had taken digitalis. No history of 
previous treatment was recorded in fifteen cases. 

The duration of pre-operative treatment was less 
than one month in twenty-three patients and over 
one month in eight, the average period being 
between two and three weeks. 





Treatment Prior to Admission to Hospital. 


It is during the period of treatment prior to 
admission to hospital that the misuse of iodine is 
more likely to occur, and we would strongly insist 
that the use of iodine in the form of Lugol’s solu- 
tion should be confined to the time when pre- 
operative treatment in hospital is instituted. 


Pre-Operative Treatment. 


The closest cooperation between the physician 
and surgeon is necessary. Rest in bed is essential, 
and a diet rich in carbohydrates with adequate 
fluids. Lugol’s solution, 5% iodine in 10% aqueous 
solution of potassium iodide, 0-6 mil (ten minims) 
three times a day, is administered. It is wise to 


commence with a dose of 0-3 mil (five minims) and - 


gradually to increase the dose. This is continued 





‘Read at a meeting of the New South Wales Branch of the 
British Medical Association on May 31, 1934. 





until the maximum improvement in the general con- 
dition, pulse rate and basal metabolic rate has 
been obtained, usually in ten to twenty-one days. 
When vomiting is troublesome, Lugol’s solution may 
be given by the rectum. 


Focal Sepsis. 

It would appear that in toxic goitre, removal of 
septic foci, such as infected tonsils, may be 
extremely dangerous, and no doubt there are some 
physicians present tonight who have seen patients 
whose lives have been endangered by such a 
procedure. Moreover, it delays treatment of the 
thyreoid and the remission of the disease produced 
by iodine will be over before the patient is fit for 
thyreoidectomy. In toxic goitre, therefore, removal 
of septic foci should in most instances be left till 
after surgical treatment of the thyreoid gland. 
Sedatives, such as bromides, “Luminal” or tinc- 
ture of opium, are usually given during the pre- 
operative period. 

General Condition of the Patient. 

Careful clinical observation of the general con- 
dition of the patient and of the pulse rate is 
essential and is the most reliable guide to the 
patient’s fitness or unfitness for operation. Deter- 
minations of the basal metabolic rate are also 
valuable in estimating the condition of the patient. 

The psychical factor should be borne in mind and, 
if possible, the time of operation should not be 
suggested to the patient until after the injection of 
morphine has been given. In public hospitals this 
is not always possible. Association with a cheerful 
patient who has undergone a successful operation 
is extremely helpful. 

If possible, one prefers to wait until the pulse 
rate has fallen below 90. 

Should a patient be excited on the day of opera- 
tion and should a rapid rise in pulse rate take 
place, operation should be postponed, even if the 
patient has reached the theatre. These symptoms 
indicate inadequate pre-operative treatment. My 
colleague has referred to the indications for the use 
of digitalis. 


Narcosis. 

I have followed in most instances the table of 
pre-medication for local anesthesia drawn up by 
Dr. C. E. Corlette. I am indebted to him for the 
following statement of his methods. 


There will be few failures if the following premedication 
is adopted. 

1. At tweive years of age give hyoscine 0-65 milligramme 
C/o grain) with morphine 16-0 milligrammes ('/, grain) 
two hours before. In undersized children reduce to 
hyoscine 0-4 milligramme (*/,. grain) and morphine 11-0 
milligrammes (*/, grain). 

2. At sixteen years of age give hyoscine 0-65 milligramme 
(*/o grain) with morphine 16-0 milligrammes (*/, grain) 
two hours before operation, and one hour later (one hour 
before operation) give hyoscine 0-2 milligramme (*/s» 
grain) with morphine 8-0 milligrammes (*/, grain). Total 
amount, hyoscine 0-85 milligramme (*/, grain) and mor- 
phine 24-0 milligrammes (*/, grain). But, if well grown, 
they may be given the adult dosage. 
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3. The period of greatest tolerance of both drugs appears 
to be between 19 or 20 and 25 or 26. Size has also an 
influence, the greater tolerance going with the greater 
size. On this account men will have a higher tolerance 
than women. 

At twenty years of age, therefore, the full dose is 
reached. Give hyoscine 0°65 milligramme (*/, grain) 
with morphine 22-0 milligrammes (*/, grain) two hours 
before operation, and one hour later (one hour before 
operation) give hyoscine 0-43 milligramme (*/:5 grain) 
with morphine 11-0 milligrammes (?/, grain). Then, half 
an hour before the time of operation, if the patient is 
apparently not much influenced by the premedication, he 
can be given a third injection containing hyoscine 0-2 
milligramme (*/ 9. grain) and morphine 8-0 milligrammes 
(/, grain). Total, without the third injection, hyoscine 
1-1 milligrammes (*/, grain) and morphine 33-0 milli- 
grammes (?/, grain). With the third injection the total 
is hyoscine 1-2 milligrammes (*/, grain) and morphine 
40-0 milligrammes (°/, grain). 

4. The premedication as given for the age of twenty is 
continued until the patient is about thirty-five years old. 
The toleration of hyoscine is so far diminished after the 
age of thirty that in small women between thirty and 
thirty-five it may be better at times to make the second 
dose of hyoscine 0-2 milligramme (*/,. grain). 

5. After the age of thirty-five the second dose of hyoscine 
is omitted, and one may give all the premedication at a 
single injection an hour and a half or two hours before 
the time of operation, that is to say, hyoscine 0-65 milli- 
gramme ('/,. grain) and morphine 33-0 milligrammes 
(@/,. grain). If the surgeon prefers, he can modify this, 
especially for women over the age of forty. The modifica- 
tion consists in giving a first injection containing hyoscine 
0-65 milligramme (*/,. grain) and morphine 22-0 milli- 
grammes ('/, grain) two hours before operation; then an 
hour later (an hour before operation) another 11-0 milli- 
grammes ('/, grain) of morphine, unless it is obvious 
that the patient is fully narcotized. The intention of this 
is to avoid giving too much engine to unusually 
susceptible subjects. 

6. To patients at fifty years of age, and up to extreme 
old age, give hyoscine 0-43 milligramme (*/,,. grain) and 
reduce the morphine to 22-0 milligrammes ('*/, grain). 
Give in one injection one and a half hours before operation. 

7. In very old and feeble people, say at about seventy- 
five years of age, reduce the morphine to 16-0 milligrammes 
(/, grain). Sometimes the hyoscine may be reduced to 
0-3 milligramme (°/o. grain). 


A few patients had morphine alone, and one 
“Sodium amytal”. We are by no means sure that 
the use of “Sodium amytal” is desirable in cases 
of toxic goitre. 


Anesthesia. 

Ether. G. L. Lillies™) has investigated the 
incidence of post-operative pulmonary complications 
after anesthesia in operations for toxic goitre at 
the Melbourne Hospital. His findings are given 
in Table IT. 


TABLB II. 








Pulmonary 
Complica- 
tions. 


Number of Percentage. 


Operations. 


Anesthetic. 





Nitrous oxide and 
Oxy) 


363 1:3 


i 72 6-9 
Ether given intra- 
tracheally .... 79 18-9 

















It would appear that the use of ether is 


undesirable. 





Nitrous oxide and oxygen administered by an 
expert is a very satisfactory anesthetic. Badly 
administered, it can be extremely dangerous owing 
to the effect of cyanosis and the resulting stress on 
a damaged myocardium. 

Local Anesthesia. Local anesthesia by local 
infiltration and bilateral cervical nerve block is 
being adopted by many of the leading exponents of 
thyreoid surgery. Local infiltration may be com- 
bined with the administration of nitrous oxide and 
oxygen. I have used local anesthesia exclusively 
for operations on the thyreoid gland during the 
period under review, employing for general use a 
half of 1% solution of “Novocain”. In some cases 
of nerve block solutions of 1% have been used. 
Adrenaline has not been used in the solution in 
thyreotoxic cases. In my earlier cases the Method I 
indicated below was used, but in my later operations 
I have used the Method IT described by Kulenkampff, 
and it has proved very satisfactory. In the use of 
local anesthesia in the neck an accurate knowledge 
of anatomy and technical skill are essential. 


Method I consists in the following use of “Novo- 
cain”. It is a paravertebral cervical plexus nerve 
block, bilateral in one-stage operations, unilateral 
in two-stage operations, supplemented in these cases 
by blocking the upper cervical nerves superficially 
at the posterior border of the sterno-mastoid muscle 
on the opposite side. 

Method IT is the method described by Kulenkampff. 


I am indebted to Dr. Walter Perry for the 
following translation taken from the work of 
H. Braun, “Die Ortliche Betiubung”. 


The soft tissues of the anterior region of the neck 
receive their nerve supply from the second, third and 
fourth cervical nerves whose terminal branches, the 
great auricular, cutaneous colli and _ supraclavicular, 
become superficial at the posterior border of the sterno- 
mastoids. Painful sensations from the larynx and eso- 
phagus are, in all probability, similarly transmitted by the 
cervical nerves. On the contrary, it is very unlikely that 
the cervical portion of the vagus contains any pain fibres. 
Individual arteries, particularly the superior thyreoid 
artery, possess pain sensation, which is probably trans- 
mitted by the sympathetic. 

The attempt to interrupt the cervical plexus as near as 
possible to its exit from the spinal canal (paravertebral 
anesthesia) is to be considered faulty, as, during a short 
period in a large number of cases induced by this method, 
severe after-effects were noted which were considered, in 
the majority of cases, to be due possibly to entrance of 
the needle into the spinal canal. The pale and apathetic 
appearance of the patient after such injections has often 
struck me. 

It is therefore absolutely necessary completely to 
abandon paravertebral anesthesia and return to the use 
of the older methods, which in reality make paravertebral 
anesthesia of the cervical plexus absolutely unnecessary. 

The anterior branches of the cervical plexus converge 
after their exit from the spinal canal at about the middle 
of the posterior borders of the sterno-mastoids to reach 
the superficial fascia. They should be anesthetized or 
blocked at this point, which, as a rule, is marked by the 
crossing of the external jugular vein over the border of 
the sterno-mastoid. {This is shown in a figure from 
Labat’s book—see Figure I.] 

At this point a wheal is raised and then the needle 
entered perpendicularly till the superficial fascia is just 
pierced. Then, without pushing the needle further, 30 
cubic centimetres of 05% “Novocain” solution are injected. 
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This having been done, a subcutaneous strip along the 
posterior border of the sterno-mastoid is injected. When 
this has been performed on either side, the anterior region 
of the neck and a fairly wide region adjoining, which is 
supplied by the supraclavicular and great auricular 
nerves, are rendered insensitive. For the needs of 
thyreoidectomy, in addition to an injection at the posterior 
border of each sterno-mastoid, an injection of 10 cubic 
centimetres of 0-5% solution of “Novocain” at the upper 
pole of the thyreoid gland in the neighbourhood of the 
superior thyreoid artery is required. Any other injections 
“anywhere under the skin” are quite superfluous. This 
method described by Kulenkampff leaves nothing to be 
desired and is just as dependable as paravertebral 
anesthesia minus its objectionable side effects. 





Figure I. 


Showing superficial branches of the cervical plexus at 
their emergence on the posterior margin of the sterno- 
cleidomastoid muscle. (After Labat.) 


I have not observed the bad effects described by 
Braun in cases of paravertebral nerve block of the 
cervical plexus, but I have insisted that the point 
of the needle should be placed slightly posterior to 
the tips of the transverse processes of the third and 
fourth cervical vertebre before the injection is 
made. The following diagrams illustrate the 
application of local anesthesia to the nerves of the 
cervical plexus taken from the works of Labat‘®) 
and Braun. 

Operation. 

In the cases under review subtotal thyreoidectomy 
was performed in twenty-three cases. In four cases 
the operation was done in-two stages. In addition, 
the second stage operation was done on four 
patients who had had the first stage performed by 
other surgeons. 


Ligation of Superior Thyreoid Arteries. 


Dunhill® states that ligation of arteries has 
still an important place in thyreoid surgery if 
extremely ill patients are to be carried through 
safely. 
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Subtotal Thyreoidectomy. 
Subtotal thyreoidectomy may be performed in one 
or two stages. 
The method usually adopted today is that of 
intracapsular resection, the posterior strip of the 
lateral lobe being left in position. This method 


Ficure I. 


Cervical plexus block by the lateral route. Cross-section of 

the neck at the level of the third cervical vertebra, showing the 

direction of the needle (a). Note the comparatively thin layer 

traversed by the needle and the distance of the large blood 

vessels from the path of the needle and the site of the injection. 
(After Labat.) 
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Ficure III. 


The cervical plexus and the phrenic nerve in relation to the 
transverse processes ew Ae vertebral vessels. (After 
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involves less handling and greatly reduces the risk 
of injuring the recurrent laryngeal nerves or of 
removal of the parathyreoids. . Sufficient gland 
tissue should be removed, and one must take into 
account the naked eye appearances of the gland 
in order to determine this. It has been my practice 
to remove at least seven-eighths of the gland, 
particularly in cases of primary Graves’s disease. 

Should the operation be done in one stage or in 
two stages? 

The operation practised most frequently at 
present is a one-stage bilateral and _ subtotal 
resection. It must be admitted that some difference 
of opinion exists as to the advisability of doing this 
in every case. 


Figure IV. 


Showing sites of injection, Kulenkampff. (After Braun.) 


It is stated by H. Clute,“® of the Lahey Clinic, 
Boston, that before the use of iodine came in, mul- 
tiple stage operations resulted in a low mortality. 
After iodine was introduced, multiple stage opera- 
tions fell from 60% to 21% and the mortality rose 


from less than 1% to 2-06% in 1925. Later, in 
1926, 1927 and 1928, multiple stage operations were 
above 25% and the mortality rate fell notably to 
less than 05% in 1926 and 1927; no deaths 
occurred in 1928. In 1929 multiple stage operation 
was reduced 20% and the mortality rose 0-89%. 

I am of the opinion that in certain cases of severe 
thyreotoxicosis, particularly in those in which dif- 
ficulty has been experienced in removing the lateral 
lobe and severe hemorrhage has been encountered, 
the two-stage operation is a safer procedure. The 
isthmus should be removed at the first stage 
operation and the remaining lobe should not be 
disturbed. 

As a rule the second stage can be performed with 
less difficulty ten to fourteen days after the first 
stage. 

It cannot be too strongly emphasized that 
gentleness in manipulation is much more important 





than speed. Loss of blood should be reduced to a 
minimum. The use of narco-local anesthesia calls 
for gentle manipulation and makes for greater 
safety. Furthermore, the ability of the patient to 
speak when roused is an advantage in indicating 
the condition of the recurrent laryngeal nerve. 

Operative technique is only briefly referred to, as 
it is felt that more important principles should be 
discussed tonight rather than details of operative 
procedure. 

For further details of operative technique readers 
should consult an excellent description by Alan 
Newton. ‘® 

The low collar incision of Kocher is made 2°5 to 
40 centimetres above the suprasternal notch. It is 
possibly made in a crease in the skin and always at 
right angles to the surface of the skin to avoid 
bevelling. 

Adequate reflection, preferably by gauze dissec- 
tion of the skin and platysma, is carried out to the 
level of the thyreoid cartilage above and the supra- 
sternal notch below. The superficial vessels are 
ligated with catgut. 

In exposing the thyreoid gland, division of the 
sterno-hyoid and sterno-thyreoid muscles is unneces- 
sary if the goitre be small. Adequate exposure of 
the gland is important, and the sterno-hyoid and 
sterno-thyreoid muscles should be divided and 
retracted if any difficulty be experienced in 
exposing the gland. 

The superior pole of the gland is freed and the 
superior thyreoid vessels are doubly ligated with 
silk and divided distal to the ligatures. The inferior 
thyreoid veins are also ligated and divided; next, 
the middle thyreoid veins are secured. The branches 
of the inferior thyreoid artery are secured by fine 
pointed artery forceps, as the lateral lobe is 
divided about one centimetre or less anterior to 
the posterior border; the isthmus is freed and 
clamped. 

These vessels are secured by fine silk ligatures 
and mattress sutures are inserted as a further 
precaution against hemorrhage. 

If the anzsthetist and surgeon are satisfied with 
the condition of the patient, the other lobe is 
treated in a similar way. The wound is flushed 
out with warm normal saline solution. The divided 
muscles are then sutured, the sterno-thyreoid 
muscles being sutured over the portions of the 
lateral lobes, and the divided pertions of the sterno- 
hyoid muscles are brought into apposition. The 
drainage tube is brought out near the lateral 
extremity of the skin incision through a stab wound 
through the infrahyoid muscles. The platysma is 
sutured with fine catgut and the skin incision is 
brought into apposition by means of interrupted 
sutures of horse hair. 


Pathology. 

The thyreoid gland was examined and all cases 
except one were described as being definitely 
thyreotoxic. Nineteen cases were classified as 
exophthalmic, two as toxic adenomata, and four 
atypical. 
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Post-Operative Treatment. 


The average stay of the patient in hospital was 

twenty-one days. All cases showed very definite 
. Clinical improvement during this period. 

The patient is placed in bed with the head raised 
on pillows so as to relieve the tension on the 
sutured tissues. The patient should be closely 
watched by a nurse, particularly during the first 
twenty-four hours after operation. 

On return to bed a dose of 4-0 cubic centimetres 
(sixty minims) of Lugol’s solution in 180 cubic 
centimetres (six ounces) of saline solution is given 
by the rectum. The patient is encouraged to take 
fluids and glucose by the mouth. The pulse rate 
and temperature should be closely watched. Hyper- 
pyrexia should be treated by repeated sponging. In 
severe crises large doses of iodine by mouth or 
rectum and large quantities of fluid by any route 
except the intravenous should be administered. 

Morphine is given to relieve pain and restlessness, 
but Dunhill states that it can be quickly replaced by 
a mixture containing aspirin, 0-6 gramme (ten 
grains), and phenacetin, 0-3 gramme (five grains), 
suspended with a little mucilage. This mixture 
relieves soreness, headache and pain on swallowing. 
Inhalations and expectorants will help if mucus in 
the trachea be troublesome. Inhalation of 5% 
carbon dioxide in oxygen may be beneficial in this 
condition. Lugol’s solution, 0-6 to 0-9 mils (10 to 


15 minims) three times a day, has been given while 
the patient remained in hospital. 

Dunhill thinks that several months’ rest should 
be insisted upon, so that the cardio-vascular and 
nervous systems may recover from the strain that 
has been placed on them. 

Patients should be kept under observation after 


leaving hospital. The vaiue of a follow-up system 


is undoubted. 


Follow-Up. 


The following questionnaire was posted to the 
patients in this series: 

. Have you any palpitation or breathlessness? 

. Are your eyes prominent? 

. Have you any tremor of your hands? 

. What is your pulse rate at rest? 

. What is your weight at present? 

. What was your weight before operation? 

. Mention any other symptoms that worry you. 

It is to be noted that the patients under review 
belong to the hospital class—a class on which the 
economic factor bears heavily. Moreover, they are 
apt to present themselves at a later state for 
treatment and after leaving hospital do not rest 
sufficiently. : 

The questionnaire was posted to twenty-five 
patients. 
letters were returned unclaimed, three patients did 
not reply. Two patients had written previously. 
Three patients had been operated on recently and 
no questionnaire was sent to them. One patient, 
whose history is given below, died of cardiac disease 
nine months after operation. 





Nineteen replies were received, three 








A male patient, aged forty-five years, suffered from 
thyreotoxic goitre in 1921. His condition improved with 
rest, but some tremor and slight enlargement of the 
thyreoid persisted. In 1930 irradiation was given and 
septic teeth were extracted. 

On March 31, 1933, he had goitre, tremor, weakness, 
irregularity of rhythm of the heart and slight edema of 
the feet. His pulse rate was 120. Auricular fibrillation 
was present. 

On April 29, 1933, partial lobectomy was performed as a 
first stage operation. On May 29, 1933, the second stage 
was performed. 

Tachycardia persisted after the second operation, but 
after the first operation the fibrillation was readily con- 
trolled by digitalis. He was admitted to Sydney Hospital 
on March 7, 1934, with @dema, auricular fibrillation and 
jaundice. He died on March 15, 1933. 


Detailed Replies to Questionnaire. 

The replies to the questionnaire were as follows: 

1. Have you any palpitation or breathlessness? 
Eighteen replies were received. 

Eleven had no palpitation. 

Two had slight palpitation. 

Two said that palpitation had improved since operation. 

One had palpitation, but at times had complete freedom. 
(In this instance the symptoms were present two years 
prior to operation.) 

One had palpitation. 
present two months prior to operation. 
noted for six years.) 

One had palpitation at times worse than before opera- 
tion. (This patient had been ill for one year before 
operation.) 

Nine patients replied that they did not suffer from 
breathlessness. 

Five patients replied that they had shortness of breath 
on moderate exertion. 

Are your eyes prominent? Nineteen replies were 
received. 

Six patients stated that their eyes were not prominent. 

Three had much improved. 

Nine had improved or their eyes were less prominent. 

One ‘was about the same. 

Have you any tremor of the hands? 
replies were received. 

Twelve said no. 

Two wrote: “Very slight, greatly improved.” 

Two had very slight tremor. 

One sometimes had tremor. 

One wrote: “Yes, when tired.” 

What is your pulse rate at rest? 
replied. 

Twelve gave a rate of 80 to 85 per minute. 

Five gave a rate of 108 to 120. 


What was your weight before operation and in 
May, 1934? Nineteen replies were received. 

Sixteen reported an increase in weight. 

Three reported loss of weight. 

Mention any other symptoms that worry you. 


Nineteen replies were received. 

Seven were very well. 

Three were well. 

Two were much better. 

One complained of indigestion, but had lost no time from 
work. 

Two complained of hot flushes, and one of these had 
aching eyes. 

One complained of nocturnal restlessness. 

One still perspired freely. 

One was very nervy still, and at times seemed to lose 
power in the left leg and arm. 

One wrote: “A little nervy (not too bad). School work 
does not upset me. Vast improvement generally since 
operation.” 


(Symptoms in this instance were 
Goitre had been 


Eighteen 


Seventeen 
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In addition to the above, one patient wrote from 
New Guinea on December 12, 1933, that weight 
was normal and health was excellent. 


One patient wrote from New Hebrides on 
January 4, 1934: “Wonderfully well. Pulse 100 to 
112.” Weight had increased by two stone. 
Glycosuria still persisted, but was kept under by 
regulating carbohydrates. The patient took “3 
grains of thyreoid extract daily”. 


Toxic Goitre in General Practice. 


When a medical practitioner is consulted by a 
patient suffering from toxic goitre, certain questions 
will probably have to be answered. 

1. Should the patient receive medical treatment 
~ if so, for how long? 

Should the patient have irradiation by X rays 
ina. if so, for how long? 

3. What should be our attitude to cases com- 
plicated by (a) focal sepsis, (b) pregnancy? 

4. Should operation be decided upon, what is 
the safest procedure? 


The answers to these questions will be as follows: 


1. From the papers read this evening you will 
have gathered that we regard medical treatment 
solely as a pre-operative measure, save in the most 
mild type of disease. 

2. That irradiation by X rays should be reserved 
for carefully selected cases of the diffuse non- 
nodular group, that it should be combined with rest 
over a period of weeks and not persisted with unless 
improvement be definite and continuous. 

3. (a) In cases of toxic goitre of such severity as 
to require surgical treatment, the removal of septic 
foci should be deferred until the gland has been 
dealt with. 

(b) My own view is that pregnancy is not a 
contraindication to operation, but the views of the 
obstetricians would be appreciated on this point. 

4. The fourth question has been answered in the 
foregoing papers. 
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THE PARASYMPATHETIC NERVE SUPPLY TO THE 
DISTAL COLON, 


By Hveu C. Trumsie, M.C., M.B., B.S. (Melbourne), 
F.R.C.S. (England), F.R.A.C.S., 


Melbourne. 
(From the Baker Medical Research Institute.) 


Iv is known that in certain animals the sphere 
of influence of the pelvic nerves extends at least as’ 
far as to the upper extremity of the distal 
colon. The actual course taken by the nerve 
fibres concerned, from the pelvic plexus to the upper 
reaches of the viscus in question, is not well 
understood. Still less is known concerning the pelvic 
colonic nerves in man, either as regards the extent 
of the colon supplied by them or the anatomy of 
the actual nerves. 

In a recent paper”) Telford and Stopford claim 
to have demonstrated nerve bundles passing 
upwards in the hypogastric nerves (or plexuses) 
from the pelvic nerves of each side. These nerves 
eventually unite and pass into the perivascular 
sympathetic plexuses accompanying the branches of 
the inferior mesenteric artery. The writers consider 
that the nerves described provide the main path- 
ways for parasympathetic fibres of the sacral out- 
flow passing to the distal colon, with the exception 
of the rectum, which receives, in addition, nerves by 
other routes. 

The author has been able to confirm the findings 
of the above-named writers up to a point, but differs 
from them in certain particulars. 

1. Nerve bundles do ascend in the hypogastric 
nerves from the pelvic nerves, as pointed out by 
Telford and Stopford. 

2. These nerves do not represent the sole or main 
pathway for fibres of the pelvic nerves passing to 
the distal colon (excluding the rectum), but are 
merely the uppermost (probably) of a series of 
nerves supplying the gut segmentally (Figures I 
and II). They may be called the pelvic cclonic 
nerves. 

3. The ascending pelvic colonic nerves do not 
enter the sympathetic perivascular plexuses as a 
rule, but pass across these and enter the mesenteric 
border of the gut direct, and not in company with 
the vessels entering the gut (Figure I). They do, 
however, communicate with the perivascular 
plexuses. 

4. Often the uppermost nerves from the two sides 
do not unite, but pass, one on either side of the 
inferior mesenteric artery and nerve plexus, to 
reach the colon, as shown in Figures I and II. 

There are certain problems of interest to be 
solved in respect of these nerves. Thus they are 
mixed nerves, consisting largely of non-medullated 
fibres, with a fair sprinkling of medullated fibres. 
Now the cell stations of the parasympathetic nerve 
supply are supposed to be situated on or in the 
walls of the colon, and the preganglionic fibres 
should be medullated. The pelvic nerve itself con- 
sists almost entirely of medullated fibres. Whence 
come the non-medullated fibres of the pelvic colonic 
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nerves depicted in the diagrams? If they are sympa- 
thetic in origin, arising either from cells in the 
ganglia of the pelvic plexuses or the inferior 


Pelvic Colonic Ns 
Ficure I. 


Diagrammatic representation of the course taken by the 
Ivic colonic nerves as seen at dissection in a male, aged 
‘our years. The colon is thrown ventrally on its vessels, ‘ 
and the pelvic nerve stretched so as to facilitate drawing. 
The lowermost twigs arise from that part of the Ivic 
plexus which also supplies nerves to the other pelvic viscera 
and pass, after a ort course, into the lateral walls of 
the rectum. The ascending colonic nerves arise from the 
medial surface of the we giving the impression of 
continuity with a division of the pelvic nerve, and ascend 
to the colon. The uppermost runs in company with the 
hypogastric nerve and leaves it near its origin. e nerves 
do not mingle intimately with the perivascular sympathetic 
plexuses, although they communicate with them. The 
Ivic visceral nerves, other than colonic, are suggested by 
nterrupted lines. The colonic nerves from the inferior 
mesenteric ganglion are not shown. 


mesenteric ganglia, they are pursuing a very 
roundabout way to reach the colon. There is a 
very rich outflow of sympathetic fibres to the gut 
from the inferior mesenteric ganglia via the peri- 
vascular plexuses, which seems to provide a more 
direct pathway for fibres passing from the lumbar 
segments of the spinal cord to the colon. It is 


Fieure Il. 


Diagrammatic representation of the pelvic colonic nerves 
on the right side. The colon is drawn mong 4 The 
nerves are disposed in much the same way as in Figure I. 


possible that some of the cell stations for the para- 
sympathetic outflow are situated in the ganglia of 
the pelvic plexuses. It may be that the sympathetic 
fibres, if such they be, in these pelvic colonic nerves 
have a function differing from that subserved by 
the fibres of the inferior mesenteric perivascular 
outflow. 
Reference. 
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THE FETISH OF CATGUT. 


By J. C. Bett ALLEN, M.B., Ch.M. (Sydney), 
F.R.C.S. (England), 


Honorary Assistant Surgeon, Royal South Sydney 
Hospital. 


Tue object of these few notes is to draw attention 
to the uses to which non-absorbable suture 
materials may be put and to advocate their more 
general adoption. Nothing of an original nature 
is contained herein, but the time seems opportune 
to draw attention to these facts in view of the 
number of cases of tetanus that have occurred 
during the last few months. I do not profess to 
maintain that all cases of post-operative tetanus 
are attributable to catgut infection, realizing the 
possibilities of auto-infection from adjacent bowel 
and of infection from inadequate sterilization of 
instruments which have been dropped on the floor. 
It has, however, been my unfortunate experience 
to see one fatal case, a Cesarean section, in which 
the tetanus organism was recovered from the catgut 
used at the operation. 

Silk and silkworm gut are the suture materials 
advocated. Where strength and durability are 
desired, as in the repair of fractures of small bones, 
patella, olecranon et cetera; in the repair of joint 
capsules, in herniotomy and in the suture of 
abdominal fascia silkworm gut is used. For liga- 
tures, peritoneum, bowel, nerves, skin et cetera, silk 
of 0000 gauge is employed, more than one strand 
being used if so desired. 

In considering the respective merits of silk and 
silkworm gut and of catgut, a number of facts are 
at once apparent. 

Method of Sterilization. Catgut necessitates a 
chemical sterilization which, with the possible 
exception of Professor Bullock’s iodine method, is 
of a surface nature. The mercurial and alcoholic 
solutions used produce a surface coagulation and 
prevent penetration of the antiseptic. Organisms 
may remain intact in the centre of the gut, to be 
liberated in the tissues as absorption takes place. 
Surely this is the explanation of wounds breaking 
down a week or more after an operation. Should 
these organisms be Bacilliés tetani, the outcome is 
obvious. 

Silk and silkworm gut require only boiling and 
prolonged boiling is in no way detrimental to the 
quality of the material. One can thus be sure of 
their sterility. 

Irritant Nature of the Suture Material. The 
chemicals used in the preparation of catgut are of 
an irritant nature, and evidence of this is seen when 
the skin has been sewn with catgut. Each suture, 
at the end of a few days, has a small collection of 
serum around it, together with a small area of 
redness. Just as this happens with a skin suture, 
so will it happen wherever catgut is used, and by 
separating the approximated fascial or other layers 
will lead to an increase in the resultant scar and 
consequently to a greater area of weakness and an 
increased liability to incisional hernie. Silk and 
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silkworm gut, on the other hand, have no irritant 
properties and do not cause this same mild 
inflammatory reaction. 

Reliability of Material. Those of us who have had 
the necessity of re-opening a wound within a few 
days of an operation will recall that a large per- 
centage, if not all, of the catgut knots have been 
undone, with the suture lying loose in the wound. 
With silk and silkworm gut the knots are secure. 
In advocating early post-operative movement as 
adding to the patient’s immediate comfort and as a 
prophylactic measure in preventing muscular 
atrophy, which so rapidly supersedes on trauma, it 
is essential that a reliable suture be used, and in 
my opinion neither plain nor chromicized catgut 
fulfils this most desirable qualification. One 
frequently sees divarication of the recti following 
an abdominal operation, and what other explanation 
than the slipping of the catgut knots can there be 
for the condition? No surgeon would be prepared 
to admit that his stitching was at fault. A burst 
abdomen, although uncommon, is by no means a 
rarity. 

The Question of Absorption. Few surgeons would 
hesitate to insert beef bone, ivory or metal screws, 
nails or plates into a bone, tissue notoriously prone 
to infection. Why, then, should there be any trepi- 
dation in using a non-absorbable material in the 
suture of a soft tissue. Consider the fascia in a 
mid-line abdominal incision. Should infection occur, 
nothing is easier than to cut the knots at each end 
of the silkworm gut, stitch and withdraw it by 
traction on one end. Again, take the case of an 
infected gridiron incision after an appendicectomy. 
‘Healing will not take place until the catgut has 
been removed. In other words, absorption of a 
foreign body does not occur in the presence of 
sepsis, In this regard quantity of foreign material 
left in a wound must play an important part, and 
I suggest that a comparison of the relative sizes of 
catgut and 0000 silk knots will weigh heavily in 
the balance in favour of silk. 

In conclusion, careful consideration of the points 
discussed, which are here summarized, leads us to 
the conclusion that catgut, apart from the pre- 
judice of custom, has little merit and that silk and 
silkworm gut have much in their favour and deserve 
more general adoption. 

Summary. 

1. The merits of silk and silkworm gut versus 
catgut are discussed. 

2. Catgut is doubtfully sterile. Organisms and 
spores may be present in the centre of the gut. Silk 
and silkworm gut are sterile. 

3. Chemical irritants are present in catgut, 
whereas the other materials are non-irritating. 

4. The knots of silk and silkworm gut are 
reliable, while those of catgut readily slip and are 
undependable. 


5. Both types are foreign bodies to the tissues 


and require removal in the presence of sepsis. With 
the use of silk the amount of material left in the 
tissues is infinitely smaller than when catgut is used. 





Reports of Cases. 


SOME UROLOGICAL CASES." 


By G. M. W. CLEemons, 


Honorary Surgeon to Out-Patients, Launceston 
Public Hospital, Tasmania. 


Ir is my hope that you will find something of interest 
in the renal cases I am about to present. Comparatively 
recent advances in urology have made an accurate diag- 
nosis and prognosis possible in a considerable proportion 
of cases, and it is quite fascinating to work out a diagnosis 
by the systematic use of present-day methods. 

Several of the patients were under the care of my 
father, and I am indebted to him for much sound advice, 
for the opportunity to investigate them, and for permission 
to report them this evening. 


Case |: Carbuncle of the Kidney. 


The patient, C.C., was a man aged twenty-nine years. 
On June 15, 1932, his illness commenced with sudden and 
severe pain in the left side of the back. The pain: con- 
tinued; it was very severe off and on for four to five days, 
when he was brought by aeroplane to hospital under the 
care of Dr. J. Ramsay, to whom I am indebted for the 
notes of the earlier part of the case and for permission 
to report it. 

There was nothing of note in the past history, except 
that the patient had had recently one or two boils. On 
examination the patient was found to be very upset 
mentally and unable to give any coherent account of his 
illness. Physical examination revealed extreme tenderness 
posteriorly in the left renal region. His temperature was 
38-9° C. (102° F.) and the pulse rate 80. The urine con- 
tained a trace of acetone and diacetic acid. The leucocyte 
count was 9,500 cells per cubic millimetre. X ray examina- 
tion of the renal tract revealed no abnormality. On June 21 
(ten days from the onset), under general anesthesia 
(ether), the left renal region was explored. The incision 
was carried down to the perinephric tissues, which were 
boggy and edematous, but no pus was found. The kidney 
itself was not explored and the wound was closed, a large 
tube being left for drainage. 

The patient’s mental condition persisted and he con- 
tinued to run a swinging temperature, but there was no 
purulent discharge from the wound until July 4, when 
about half a pint of pus came away. In spite of this the 
general condition did not improve and the rise in tem- 
perature remained. A leucocyte count at this time 
revealed 19,000 cells to the cubic millimetre. A culture of 
the wound yielded Staphylococcus aureus. 

On July 14 Dr. Ramsay had to go away and I saw the 
patient for the first time. The wound was discharging 
very little, although forceps could be passed in for about 
10-0 centimetres (four inches). General examination of 
the patient revealed little of importance in the heart, 
lungs and abdomen. The left thigh, however, was kept 
persistently flexed and the muscles were wasted more than 
those of the right. No cause could be found for the 
persisting rise in temperature. During the next ten days 
the urine was examined frequently, but no abnormality 
was detected. A skiagram of the spine was normal. The 
ocular fundi were normal and a blood culture yielded 
no growth in thirty-six hours. On July 27 (seven weeks 
from the onset) the patient for the first time complained 
of dysuria. Microscopic examination of the urine showed 
very numerous pus cells, bacilli and cocci, and a diagnosis 
of carbuncle of the kidney or staphylococcal suppurative 
nephritis was made. 

On the following day cystoscopic examination under 
general anesthesia (ethylene) was performed. This was 
necessary on account of the patient’s mental condition. 
It revealed trigonitis, particularly on the left side, and 





1Read at .a meeting of the Northern Division of the 
Tasmanian Branch of the’ British Medical Association, April, 
1934. 
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an inflammatory area round the left ureteric orifice, with 
flakes of lymph. Unfortunately, the ureters could not be 
catheterized for specimens of urine, as the depressor 
mechanism for the ureteric catheters got out of order 
during the examination. On July 31 intravenous pyelo- 
graphy with “Uroselectan B” was carried out. 

The result was rather dramatic. The radiologist 
reported that: (i) The right kidney shadow was faintly 
seen lying below the normal position. The pelvis and 
calyces were normal in shape, but probably slightly above 
the average size. (ii) The left renal pelvis was elongated 
and narrow, the upper major calyx showing the typical 
“spider leg” deformity characteristic of neoplasm. The 
minor calyces were seen only in the distal half of the 
kidney and showed no evidence of hydronephrosis. 
(iii) In the lumbar spine no curve could be seen. There 
was loss of detail in the lamine of the third and fourth 
lumbar vertebre. (iv) The outline of the psoas muscle 
was clearly seen on both sides. The radiologist’s conclusion 
was that there was a tumour of the upper part of the 
left kidney and that a metastatic abscess was present in 
the lamina of the third lumbar vertebre. 

The evidence obtained by cystoscopy and pyelography 
revealed an infective condition of the left kidney, pro- 
ducing a filling defect of the renal pelvis, and to my mind 
confirmed the diagnosis of carbuncle of the kidney, and 
the patient was submitted to operation on August 3 under 
ethylene anzsthesia. The old wound was reopened and 
a subcapsular nephrectomy was performed. The capsule 
stripped moderately easily, except at the upper pole, where 
it was very adherent, and the kidney was rather friable. 
Provision for drainage was made and the wound was 
closed. On sectioning the kidney, an abscess cavity 
about 2-5 centimetres (one inch) in diameter was found 
in the upper pole, and what appeared to be a smaller 
healed cavity was found in the middle third. The 
pelvis was contracted. The patient’s temperature dropped 
immediately and remained down except for a rise about 
the tenth day, due to a collection of pus in the wound. 
The remainder of the convalescence was slow but 
uneventful. 

Comment. 


In The British Journal of Surgery, Volume XVI, 1928- 
1929, Dick reports three cases and reviews the literature. 
There were twenty-seven reported cases to that time. He 
gives the chief characters of the condition briefly as 
follows: 

There is an acute or subacute hematogenous infec- 
tion of the parenchyma of the kidney by the 
Staphylococcus aureus the onset of which is frequently 
preceded by some trauma to the organ. The source 
of origin of the organism is most often a skin lesion, 
such as a whitlow, boil, or carbuncle. 

The appearance of the kidney varies according to 
the stage at which the disease is encountered by the 
Surgeon or Pathologist. The most constant finding 
is that of multiple areas of necrosis or suppuration 
in the substance of the kidney, confined to one area of 
it. Fusion of the suppurative foci gives rise to a 
“honeycomblike” necrotic cavity, or a circumscribed 
encapsulated abscess. A perinephric abscess may 
result from the outward extension of the suppurative 
process, but eruption into the renal pelvis is unusual. 


In the case I have described a perinephric abscess first 
resulted and later eruption into the renal pelvis occurred, 
resulting in the urinary symptoms and giving the clue to 
the diagnosis. 

Discussing treatment, Dick advises nephrectomy, but 
states that when the carbuncle is small and restricted to 
one pole of the kidney resection of the affected area has 
been recommended. He also goes on to say that in some 
of the reported cases a perinephric abscess has been drained 
and that the renal origin of the infection has been over- 
looked or not suspected. In those cases benefit was only 
temporary and fever soon returned. A secondary nephrec- 
tomy gave relief and disclosed the origin of the perinephric 
abscess. 

In The British Journal of Urology, March, 1933, further 
cases of carbuncle of the kidney are reported. In two 
cases bilateral renal involyement was present, as shown 





at autopsy; and two patients with presumable renal car- 
buncle with perinephric abscesses recovered following 
drainage of the abscess. 

It is interesting to note that in the last two cases the 
condition was at first presumed to be an intraabdominal 
one, operation was performed, and only later was the 
urinary origin discovered. In the first case serial pyelo- 
grams showed gradual diminution in the filling defect of 
the lower and middle calyces and eventually a normal 
kidney outline. An intravenous pyelogram some five years 
later was obtained in the second case and only a con- 
tracted renal shadow was vaguely made out, the kidney 
apparently having very little functional value. 

The authors reporting these cases stress the value of 
pyelography in arriving at a diagnosis, and advise con- 
servative treatment. Conservative treatment, that is, 
drainage of the perinephric abscess, was not successful 
in my case, nor in several of those reviewed by Dick. 

The diagnosis of the condition is undoubtedly not easy, 
the absence of urinary signs or symptoms being the main 
stumbling block. This must be kept in mind in cases of 
perinephric abscess with no obvious cause, and especially 
when the illness persists in spite of drainage. 

This condition is rare, but nevertheless must be regarded 
as a clean-cut pathological and clinical entity in which the 
diagnosis may be confirmed by means of a cystoscopy and 
pyelography. ‘ 


Case II: Perinephric Abscess. 


The patient, A.G., aged seventeen years, was first seen 
on June 20, 1933. He gave a history that about nine 
days previously he had a fall, but did not notice any 
particular strain to his right side. Some days afterwards 
he complained of vague pains, particularly on movement, 
and his parents thought he had influenza. Two days 
previous to being seen he had an aching pain in the right 
loin and was definitely off colour; on the first day that 
he was seen, however, he felt somewhat better, but was 
disinclined for food. 

The patient was a well nourished, but pale boy. His 
temperature was 38-3° C. (101° F.). His pulse rate was 80. 
His tongue was furred. His heart and lungs were normal. 
His abdomen moved well on respiration; no mass or organ 
was palpable, but there was an indefinite sensation of 
fullness in the right loin and slight tenderness was 
present. There were no urinary symptoms, but the urine, 
when examined, was acid, contained albumin, and there 
were four pus cells per high power field. The bowels 
were opened with an enema and constipated feces were 
passed 


On June 28 he was still running an evening temperature 
of 38-3° to 38-9° C. (101° to 102° F.). He Wad pronounced 
anorexia. Both pain and tenderness in the loin were less. 
The urine contained pus cells. The white blood cell 
count was 15,000 per cubic millimetre. 

On July 9 the temperature and urinary infection con- 
tinued unabated in spite of copious fluids and urinary 
antiseptics. The patient had practically no _ pain, 
there was definite localized tenderness over the right 
kidney posteriorly, but no sensation of fullness. The 
right thigh was also kept in a position of flexion and 
passive extension caused pain. The white blood cell 
count was 16,000 per cubic millimetre. Frequency of 
micturition developed, but no dysuria. 

The patient had been treated in his home all this 
time, as the parents were very loath to let him go to 
hospital. However, after consultation with Dr. Craig, he 
was temporarily put in hospital for investigation. I 
think Dr. Craig will agree with me that there was very 
little in the way of tenderness in the right renal region, 
and no fullness posteriorly. 

On July 14 intravenous pyelography with “Uroselectan 
B” was carried out. The X ray report was: (i) No calculus 
was seen. (ii) Slight hydronephrosis of the right kidney 
was present. (iii) Scoliosis of the lower thoracic and 
lumbar spine with concavity to the right was present. 
(iv) The kidney was displaced outwards and possibly 
downwards; the ureter line lay at least 2-5 centimetres 
(one inch) lateral to the tip of the transverse processes. 
(v) — delay occurred before the dye was totally 
excreted. 
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A preliminary plain X ray film was not taken, and the 
first three films after the “Uroselectan” was given showed 
such a dense shadow that it was thought possible that a 
large branched calculus filling the pelvis might be present. 
A film taken the following day, however, showed that the 
shadow was dye. 

The diagnosis of a perinephric abscess of possible renal 
origin was made. It was thought that the hydronephrotic 
condition might have resulted from the perinephric col- 
lection causing some obstruction to the outflow from the 
pelvis, or to a coexisting lesion in the kidney. 

At operation on July 22, through a right lumbar incision, 
some edema of the deeper muscle layers was found and a 
large perinephric collection of thick pus was evacuated. 
The patient’s condition rapidly improved. His temperature 
dropped and discharge almost ceased in ten days. The 
wound healed rapidly and convalescence was uneventful. 


Comment. 


I have consulted a number of surgical and urological 
text books and, with one exception, they all rely for 
diagnosis on pain, tenderness and the presence of a tender 
and hard swelling in the renal area. Hamilton Bailey 
states that the diagnosis is often most difficult and rests 
almost entirely on the clinical examination. 

The patient should be sitting up and leaning forward. 
The merest fullness is often an indication of a large 
collection of deep sealed pus. 

In forty-three cases the average time before a diagnosis 
was established was five weeks. About the same interval 
elapsed in this case. 

In the case under discussion there was from the onset 
a suspicion of perinephric abscess, but the usual signs 
and symptoms did not become more marked. On the 


contrary, as the case progressed I think they became less . 


evident, and so the main object in describing this case is 
to point out three other signs which are less commonly 
alluded to in the diagnosis of this condition. They are: 
(i) flexion of the hip on the affected side; (ii) scoliosis 
with the concavity to the affected side; (iii) displacement 
of the kidney, which is in one of four directions, depending 
on the site of the main collection. 4 

The pathological basis of these signs is, I think, suf- 
ficiently obvious (spasm of the affected psoas), and while 
they may not all be present (as they were in this case), 
it is reasonable to suppose that one or more will be present 
in most cases of perinephric abscess. 


Case Ili: Prostatic Hypertrophy and Neoplasm of the 
Bladder. 


The patient, T.E.W., aged seventy-eight years, gave the 
following history. For the past three years he had had 
some difficulty with micturition and off and on the urine 
had been blood-stained. About six months ago the urine 
became blood-stained every two or three days; this lasted 
for about three months and then cleared up, although the 
difficulty with micturition continued. For the past six 
weeks urine had been blood-stained every day. He 
micturated seven to eight times during the day and three 
to four times at night. 

The patient was a fairly well nourished elderly man. 
General examination revealed only those changes due to 
his age. On rectal examination the prostate was found to 
be definitely enlarged, smooth and regular in outline. 
Microscopic examination of urine revealed numerous blood 
and pus cells. The blood urea was 40 milligrammes per 
100 cubic centimetres of blood. The urea concentration 
test gave a result of 1-4% before urea was taken and 1:9% 
after three hours. The Kline test gave no reaction. 

The patient was submitted to operation under spinal 
anesthesia with premedication. Suprapubic cystotomy 
was performed and the bladder was inspected. 
prostate was definitely enlarged, but in addition a sessile 
neoplasm (3°75 by 2°5 centimetres or one and a half by 
ene inch) was found occupying the right side of the 
bladder base. This was destroyed by means of the cautery 
loop and hemostasis was obtained. The prostate was not 
removed. The bladder was closed with a large drainage 
tube and a catheter was left in the urethra. 

Convalescence was normal and at the time of discharge 
hematuria had ceased. 





Comment. 

This case illustrates a double pathological lesion and 
shows the necessity for cystoscopic examination in cases 
of this type if an accurate preoperative diagnosis is to be 
made. 


Case IV: Enlargement of the Prostate and Hzematuria. 


The patient, J.K., aged seventy-two years, was sent to 
hospital on January 23, 1934, by a country practitioner 
with a diagnosis of hematuria. He gave the following 
history. Until four days previous to admission he had 
been in fairly good health, he passed urine five to six 
times during the day and once at night, and had some 


difficulty in commencing the act. During those four days . 


he stated that he had been passing mostly blood, and on 
the morning of admission had a complete stoppage and 
his bladder had to be catheterized. There was nothing of 
note in his past history. 

Examination revealed a lower abdominal mid-line 
tumour, dull to percussion, presumably bladder. On 
rectal examination the prostate was found very much 
enlarged, regular in outline, and the mucous membrane 
was freely movable. The patient was able to pass urine, 
but was not able completely to empty his bladder. The 
urine appeared to be practically pure blood. A catheter 
was tied into the bladder and daily irrigation was carried 
out, but it was found: to be impossible to get a clear 
return. The blood urea was 30 milligrammes per 100 
cubic centimetres. 

On January 26, 1934, I made an attempt to examine 
the bladder by cystoscopy. This failed, as the cystoscope 
repeatedly became blocked with blood clot and a clear 
view could not be obtained. I noticed, however, that the 
bladder capacity appeared to be much below normal. 

On January 30, 1934, under general anesthesia, the 
bladder was opened suprapubically. It was found to be 
contracted and very acutely inflamed. A marked projec- 
tion of the middle lobe was present and its upper surface 
was ulcerated. It was obvious that the hematuria and 
pyuria were due to a very acute and severe cystitis, and 
on this account a two-stage operation was decided on. A 
large drainage tube was inserted suprapubically and a 
catheter was tied in per urethram. Suprapubic suction 
and, after a few days, bladder irrigations, combined with 
copious fluids given by mouth, constituted the after-treat- 
ment adopted. Hematuria gradually ceased and the urine 
became much clearer until on March 6, 1934 (five weeks 
after operation), the bladder was reopened. 

The urea concentration test was performed on March 4, 
1934. Before urea was given the percentage was 1-15; 
after the first hour it was 1-15; after the second hour it 
was 1-56; and after the third, 1-40. 

The bladder mucosa had become much healthier and 
the ulcerated area on the prostate projection had prac- 
tically healed. Prostatectomy was performed with ease, 
and hemorrhage was controlled by a few hemostatic 
sutures. The bladder was again drained and a catheter 
was tied in per wrethram. 

The second stage of a suprapubic prostatectomy is always 
a much more difficult procedure than the one-stage opera- 
tion, on account of the induration of the tissues and con- 
sequent difficulty in obtaining adequate exposure. It was 
noticed in this case, as in others in which suction drainage 
has been employed, that the difficulty of obtaining adequate 
exposure is definitely minimized, presumably. because the 
suction keeps the wound much drier and cleaner, lessens 
infection, and reduces the amount of induration to very 
little more than would be found in any healing wound. 
One would have expected much more difficulty in this case 
than was encountered on account of the severe grade of 
sepsis that was present. 

This patient is still in hospital. Suprapubic drainage 
was continued much longer than in the average case, 
owing to the state of the patient’s urine. 


Comment. 


I present this case for the following reasons: 
Hematuria was so gross that in spite of the obvious 
prostatic enlargement it seemed probable that a second 
lesion, possibly a vesical or renal neoplasm, was present. 
Diagnosis could not be made by cystoscopy. 
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Urinary sepsis of a severe degree is always an indication 
for active pre-operative treatment, either by an indwelling 
catheter or suprapubic cystostomy. It must be, however, 
comparatively rare to be so severe and acute as to cause 
such gross hematuria." 


Case V: Tuberculosis of the Kidney. 


The patient, H.S.J.. was aged twenty-six years. He 
complained that he had been passing blood in his urine 
for six to eight weeks. The hematuria had been constant, 
but varied somewhat in severity. He had no other urinary 
symptoms. His past and family histories were clear. 
His general health was good and he was engaged in 
active work. 

He was admitted to hospital on May 24, 1933, with an 
order from Dr. Panting for urological investigation. I 
made a provisional diagnosis of a vesical neoplasm; the 
resident medical officer, however, made a diagnosis of 
tuberculosis of the kidney. 

Cystoscopic examination was first carried out under 
general anesthesia. I cannot remember the reason for 
using general anesthesia in this case, as I do not usually 
employ it. In the majority of cases it is unnecessary, and 
X ray examination of the urinary tract with pyelography 
cannot be performed with the patient under general 
anesthesia. 

The bladder capacity was normal and no lesion of the 
mucosa was detected. The ureteric orifices were normal, 
but the urine from the right side was obviously blood- 
stained. Specimens were collected from both sides and 
sent for microscopic examination. The dye test was 
unfortunately not performed. 

Three twenty-four hour specimens of urine were 
examined for the tubercle bacillus, but none was 
discovered. The blood urea was 24 milligrammes per 
centum, The urea concentration was 1-9% before urea 
was given and 2-65% after three hours. 

On June 15 an intravenous pyelogram with 20 cubic 
centimetres of “Uroselectan B” was done. The X ray report 
was that the left kidney and ureter appeared normal. 
The right kidney function was not good enough to show 
a good outline of the renal pelvis, but, as far as could 
be seen, the appearance was normal. 

During the patient’s stay in hospital the hematuria 
had persisted. 

The investigation so far had confirmed the diagnosis of 
hematuria, showed the bladder and left renal tract to 
be normal, demonstrated that the bleeding came from the 
right renal tract, and that, in so far as intravenous 
pyelography is a test of renal function, there was some 
interference with the function of the right kidney. 

The question as to whether a retrograde pyelogram on 
the right side would give any further information was 
considered, but although this was possible, it was decided 
that the patient would in any case need to have some 
operative procedure on his right kidney, and this was 
therefore not done. 

I considered that the condition was probably a papilloma 
of the renal pelvis. 

On June 21 the right kidney was explored through an 
oblique lumbar incision. No abnormality of the kidney or 
pelvis was found, except that the pelvis was slightly 
distended. ‘The pelvis was aspirated and blood-stained 
urine was withdrawn. The pelvis was then opened and, 
although a careful search was made, no lesion was 
detected. 

A decision had then to be made as to the course of 
procedure to be adopted. The hematuria was certainly 
coming from the right kidney, yet the kidney looked and 
felt perfectly normal. I decided that it was justifiable to 
remove the kidney, and so a nephrectomy was done. At 
the conclusion of the operation I sectioned the kidney and 





"4 Since the history of this-patient was written he has died. 
He appeared to be convalescent and his urine, although still 
containing a large amount of pus, was clearing. During BHaster 
he complained of some pain in his back, 
secretion diminished and he died suddenly. 

I obtained a partial autopsy and removed he kidneys. They 
showed an advanced condition of pyoneph 
* This case goes to prove that rather ehaasient statement 
that the surgery of the prostate is essentially a renal problem. 





found a small caseous area about eight millimetres (one- 
third of an inch) in diameter at the upper pole, very 
close to one of the minor calyces; it appeared to me to 
be undoubtedly a small tuberculous focus. 

A portion of the kidney including this area, which I 
asked to be pointed out, was sent to the laboratory, and 
I was surprised to receive the following report: 

Section of kidney shows that there is practically no 
lining epithelium of the convoluted and straight 
tubules remaining. 

I went over to the laboratory and found that the caseous 
area had not been pointed out to Dr. Richards, and a 
further section was cut and reported on as follows: 

The section shows a structure of small-celled infil- 
tration, caseation and giant cells. I think the condition 
is tuberculous. 


Comment. 

The case presents to me several points of interest. 

First, in regard to diagnosis. There is no doubt that 
with modern urological methods in a large percentage of 
cases an accurate pre-operative diagnosis can be arrived 
at. There still remain, however, a certain number in 
which an exploratory operation will be necessary before 
a diagnosis is established. 

The present case seems to me to be one in which it 
was impossible to arrive at the diagnosis, even though 
sufficient data were obtained so that operation could be 
undertaken, 

An interesting review of 742 consecutive cases of 
hematuria from the genito-urinary department of the 
London Hospital was published in a recent issue of The 
British Journal of Surgery. Of this number there were 
sixty-six unexplained cases after a complete genito-urinary 


* examination; some of these, however, were diagnosed at 


a later date. 

The next point is what procedure should be adopted 
when the bleeding is traced to one kidney and when at 
operation the kidney is found to look and to feel perfectly 
healthy. 

The kidney may be incised longitudinally and the cut 
surfaces examined; they can be inspected quite efficiently 
if the renal pedicle is compressed. There are three serious 
disadvantages: (i) The first and greatest is that, in 
spite of careful suture of the two halves, severe hemor- 
rhage may occur a few days later, necessitating a 
nephrectomy. (ii) The second is that such a kidney after 
secondary removal may show numerous large infarcts—a 
proof that the blood supply has been seriously interfered 
with. (iii) Hemisection shows only two surfaces and a 
small tumour or other area of pathological change might 
conceivably be missed by the most careful of surgeons. 

I have been unable to formulate any rule of procedure; 
each case must be considered separately. 

Another point of interest is the report on the intrayenous 
pyelography and the pathologist’s first report. 

To the naked eye the kidney, apart from the solitary 
caseous area, appeared perfectly normal, yet micro- 
scopically there was practically no renal epithelium. The 
pyelography indicated that the kidney function was 
markedly interfered with, and presumably the loss of 
renal epithelium is the explanation, as the small tuber- 
culous focus could not have been the cause. Again, what 
caused the loss of epithelium? I can think of no other 
explanation except that it was due to a toxic spoiling. 
It is unfortunate that a dye test was not performed in 
this case; it is usually done as part of the routine 
examination. With regard to prognosis, it would seem to 
me to be good. Although the infection in, the kidney is 
not a primary one, yet the second kidney is usually 
infected from the first, but commonly only after a com: 
paratively long latent period. The case is a fortunate one, 
as prolonged and persistent hematuria eventually made 
the patient come for treatment (the hematuria had been 
present for at least six weeks before the patient sought 
advice) and it is not usual for an early tuberculous 
kidney to have such definite and persistent hematyria. 

It is perhaps of interest to record that I subsequently 
attended the patient’s step-sister (who lived in the same 
house) and she had very advanced bilateral eenry 
tuberculosis. 
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Case VI: Ureteric Calculus and Hydronephrosis. 


The patient, R.L.W., aged twenty-nine years, staggered 
into my rooms on January 11, 1934, supported by two 
friends, and appeared to be in great pain. With difficulty 
I obtained the following history. 

He had awakened in the morning with a dull aching pain 
in the left loin. This gradually increased in severity and 
became colicky in ch-racter. The pain radiated to the 
left groin and testicle. He had vomited several times. He 
appeared to be in great pain, doubling himself up at 
intervals. His temperature was 37:2° C. (99° F.) and 
his pulse rate 90. The abdomen was difficult to palpate, 
but there was tenderness in the left loin and in the iliac 
fossa. 

It seemed a typical case of renal colic, but somehow the 
patient did not seem quite genuige. I gave an injection 
of morphine and sent him to hospital for investigation. 
One of his friends came back and suggested to me that he 
was not having as much pain as he imagined, and this 
increased my suspicion. When I saw him in hospital I 
found that he had been there on six previous occasions, 
the last time about twelve months ago. In June, 1932, 
he was under the care of Dr. Craig and had. been 
thoroughly investigated, and it is with his permission 
that I report the investigation at that time. 

On May 2, 1932, X ray examination of the renal tract 
was undertaken. The kidney shadows were not seen, and 
no abnormality was detected in the spine. 

On May 10, 1932, cystoscopy showed that the bladder and 
ureteric orifices were normal. When the indigo-carmine 
test was applied the dye appeared from the right ureter 
in seven minutes and from the left in twenty minutes. A 
pyelogram was prepared. No lesion was detected in the 
left kidney; the right renal pelvis was not seen. 

The patient was given a further injection of morphine 
later in the afternoon on account of severe pain, but 
without complete relief. Within the next twenty-four 
hours he had three injections of distilled water with 
relief. 

A specimen of urine obtained shortly after his admission 
to hospital showed numerous red blood cells. 

During the next three days the patient had an inter- 
mittent rise in temperature,- the highest temperature 
recorded being 38°3° C. (101° F.). 

Qn January 16, 1934, I did a cystoscopic examination 
under spinal anesthesia. The bladder was normal, The 
right ureter was catheterized and a specimen of urine was 
obtained. The left ureter was catheterized, but the 
catheter could not be passed more than 2-5 to 5-0 centi- 
metres (one to two inches); a specimen was obtained, 
but I doubted that it came from the ureter, as the 
catheter slipped out and some of the bladder solution con- 
taminated at least the specimen. 

Indigo-carmine was injected intravenously. The dye 
appeared from the right ureter in four minutes; from the 
left none-came in twenty minutes. 

I attempted pyelography on the left side, but as the 
catheter could be introduced only a short distance and as 
I could see some of the sodium iodide returning, I was 
doubtful of success. 

The X ray report was that the whole field was grossly 
‘obscured by gas. The catheter appeared to pass a short 
distance up the left ureter to the region of an opacity in 
the line of the ureter. It was thought that a film of the 
bladder area should be taken. 

The blood urea at this stage was 36 milligrammes per 
centum. 

The patient was allowed up to walk about, this being 
the best prophylactic measure against the accumulation 
in the colon of gas, which so frequently obscures the renal 
tract. On January 26, 1934, an intravenous pyelogram with 
“Uroselectan B” was done, a plain X ray film being 
previously taken. The report was that the right kidney 
was apparently normal, although the shadow was not as 
definite as one would like. The left kidney showed a gross 
degree of hydronephrosis. A constant opacity appeared in 
the line of the pelvic portion of the left ureter. The 
disconcerting feature, however, was the absence of the 
shadow of the left ureter. Presuming the opacity to be a 
ureteric calculus obstructing the ureter and causing the 
hydronephrosis, one would think that the ureter would be 





clearly defined and show a condition of hydroureter. The 
right ureter could be seen, although not very clearly. 

The possibilities which suggested themselves were: 
(i) The opacity was due to a ureteric calculus, but for 
some unexplained reason the ureter was not outlined. 
(ii) The opacity was due to a ureteric calculus, but there 
was also a second calculus at the pelvi-ureteral junction 
non-opaque to X rays. (If this was a calculus,’it was 
previously non-opaque.) (iii) That the hydronephrosis 
was due to some cause other than a calculus. 

After consultation with Dr. Holman he suggested that 
the only way to determine whether the opacity was due 
to a calculus would be to catheterize the left ureter and 
to take antero-posterior and lateral views. However, after 
considerable deliberation it was decided that the ureter 
should be explored and that if no stone was found the 
kidney should have to be explored also. It was obvious 
that the patient would have to be submitted to operation, 
and one wanted to avoid a second cystoscopy, as the 
patient would not tolerate it without anesthesia. 

On February 9, 1934, under general anesthesia, the left 
ureter was explored extraperitoneally. A definite hydro- 
ureter was present and a calculus was impacted in the 
region of the spine of the ischium. The ureter was opened, 
the stone was removed and a catheter was passed into 
the bladder. The ureter was also opened above the pelvic 
brim and a catheter was passed up into the pelvis of the 
kidney to make sure.that there was not a second calculus 
in the regio- of the PelvVic-ureteral junction. The wound 
was closed with drainage. 

Convalescence was ,tiheventful and the patient left 
hospital on February 26. 


Comment. 

The case presents a number of interesting features. 
First of all it was thought that the patient might have 
been grossly exaggerating or imagining his symptoms. 
I had doubts that he was not altogether genuine at my 
first examination, and this was strengthened by perusal 
of his previous histofies and by the fact that there were 
occasions on which the injection of distilled water relieved 
his symptoms. No one doubts the extreme severity of 
renal colic, which this patient undoubtedly had, but I am 
inclined to think that his pain was sometimes the product 
of his imagination and not always from renal colic. In 
this case it confused the diagnosis for me. 

The case also raises the question of when operation 
should be advised in ureteric calculus. A very definite 
proportion of calculi pass naturally into the bladder and 
are much more easily dealt with there. Operation is 
indicated: (i) in calculus anuria, (ii) when medical treat- 
ment has failed, (iii) when infection has occurred, (iv) 
when dilatation of the kidney is commencing, (v) by the 
occurrence of severe or frequent attacks of pain which 
the patient cannot stand. 

The first indication is obvious. 

By medical treatment I mean the administration of 
diuretics and treatment by means of the operating cysto- 
scope. This treatment should be limited to four to six 
months, but should not be continued if either (iii) or (iv) 
is developing. 

The advent of infection is easily determined by repeated 
examination of the urine. The development of hydro- 
nephrosis is more difficult. 

Repeated retrograde pyelography has obvious dis- 
advantages. Cystoscopy at the best is an uncomfortable 
procedure and a patient will not willingly submit to it. 
Again, it is possible by this method to produce an artificial 
hydronephrosis which will give an erroneous impression. 
In one instance I had oceasion to prepare a retrograde 
pyelogram and within a few days an intravenous pyelo- 
gram on the same patient. A not gross but very definite 
hydronephrosis was apparently present from the retro- 
grade pyelogram, but a normal pelvis appeared by the 
intravenous method. 

In intravenous pyelography we have a very valuable 
means of determining whether a hydronephrosis is 
developing and progressing; we have seen the degree of 
hydronephrosis which developed in this case from May 10, 
1932; to January 26, 1934—approximately twenty months. 
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Skiagrams are, of course, of tremendous help in the 
diagnosis and localization of urinary calculi, but one stone, 
the pure uric acid calculus, is non-opaque. This patient was 
thin and a good subject for X ray examination. I think 
that, although the earlier films are not technically perfect, 
any but a pure uric acid stone would have been 
demonstrated. Presumably, since they were taken, a 
certain amount of phosphatic material was deposited 
and the calculus was rendered opaque, 

The last point that I wish to discuss is how far this 
kidney will recover from the hydronephrotic condition 
which has been preduced by the calculus. It is a matter 
not dealt with in the ordinary books of surgery and 
urology, but I think is one of paramount importance. 
There were two reasons which made me consider that in 
this case recovery would take place to a large extent. 
They were: (a) absence of infection, (b) presence of good 
function of the kidney, if one can rely on intravenous 
pyelography as a test. Absence of infection means absence 
of inflammation of the pelvic wall and absence of scar 
tissue et cetera. 

I was very fortunate in obtaining a further intravenous 
pyelography three days ago, when the patient reported 
for follow-up purposes. When you realize that it is less 
than two months since the obstructing calculus was 
removed, I think that you will agree that recovery has 
been very rapid and complete. 


ooo 
Reviews. 
VACCINE AND SERUM THERAPY. 


“Recent ADVANCES IN VACCINE AND SERUM THERAPY”, by 
Alexander Fleming and G. F. Petrie, Professor of Bac- 
teriology in the University of London and Bacteriologist- 
in-Charge of the Serum Department, Lister Institute, 
respectively, takes a worthy place in the lengthening line 
of concise presentations now familiarly known as the 
“Recent Advances” series." 

In the preface to the book it is made clear that the joint 
authors do not write in collaboration, but each assumes sole 
responsibility for his own section, Professor Fleming for 
the discussions on vaccine therapy and Dr. Petrie for the 
survey of the present status of serum therapy. 

In a work dealing with biological products such as sera 
and vaccines a reasoned presentation of the subject 
necessarily involves some details of methods of preparation 
and excursions into theoretical and experimental 
immunology. In both sections of the book an admirable 
balance has been preserved between the laboratory and the 
clinical aspects, sufficient technical detail being introduced 
to help the clinical worker to an intelligent use of sera 
and vaccines, but not enough to cause him to regard the 
book with suspicion as being too much concerned with 
academic considerations. 

An interesting chapter is devoted to the serum treatment 
of malignant diphtheria and its alleged failure in 
continental outbreaks of particularly severe forms of the 
disease which have occurred in recent years. After a full 
discussion of possible factors underlying such apparent 
failure, the suggestion is made that a large scale and 
adequately controlled testing of the value of a combined 
antitoxic and antibacterial serum might show profitable 
results in reducing the fatality rate in malignant diphtheria 
and in lessening the carrier rate. This suggestion involves 
a new conception as for many years the diphtheria bacillus 
has been denied any significant endotoxin. 

Conversely, the multivalent anti-streptococcal (anti- 
bacterial) serum, hitherto so widely used in acute strepto- 
coccal infections, is discarded in favour of an antitoxic 
serum prepared against hemolytic streptococci. 





1“Recent Advances in Vaccine and Serum Therapy”, by A. 
Fleming, F.R.C.S., and G. F. Petrie, M.D.; 1934. ndon : 
J. and A. Churchill. Demy 8vo., pp. 473, with illustrations. 
Price: 15s. net. 





No field in which specific serum therapy has been 
exploited will be found to have been overlooked and con- 
siderable space has been devoted to antiviral therapeutic 
sera. Poliomyelitis figures most prominently in this 
connexion, a critical examination of the present position 
of serum therapy in this disease including in its scope 
the use of normal adult serum. 

Snake-bite, spider-bite and scorpion sting find a place 
and in the review of antivenines the work of C. H. 
Kelleway, of Melbourne, is given prominence. Other 
Australian work quoted is that of F. M. Burnet on 
staphylococcus toxins, and J. Macnamara and F. W. 
Morgan in the serum treatment of poliomyelitis. 

In the section of the book devoted to vaccine therapy 
the reader gains, in addition to a judicial survey of the 
scope and efficacy of vaccine treatment, an attractively 
served “refresher” in bacteriology. A particularly interest- 
ing chapter is that dealing with bacterial variation and the 
relative efficacy antigenically of the “S” and “R” strains. 
As the tendency to undergo “R” variation and antigenic 
deterioration increases with age of the culture, some 
interesting considerations arise regarding some of the 
stock vaccines prepared from laboratory cultures for 
prophylactic purposes. 

Bacillus pertussis is cited as an organism particularly 
prone to “R” variation, and the necessity to use recently 
isolated strains in the preparation of pertussis vaccine is 
emphasized. As Bacillus pertussis is at all times an 
organism not easy to recover, this aids to the camplexity 
of the already difficult subject of vaccine in the prophy- 
laxis and treatment of whooping-cough. 

The common cold and chronic rheumatic infections, two 
universal and ever-present maladies, are discussed at 
some length, and the chapters devoted to them repay a 
close reading. 

In both sections of the book a novel and commendable 
feature is introduced in the form of a chapter devoted 
to specific therapy in veterinary practice, and to every 
chapter there is an exhaustive bibliography. 

The book as a whole can be confidently recommended as 
a well-balanced survey of the present status of immune 
sera and vaccines in the field of therapeutics. 


<i, 
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Motes on Wooks, Current Journals 
and Mew Appliances. 


PROGRESS IN MEDICINE. 


“THE MepicaAL ANNUAL” for 1934 has come to hand. 
These few words should be sufficient to remind our readers 
of this well known and valuable work. It may be useful, 
however, to draw attention to one or two prominent 
features in this year’s volume. The chapter on rheumatic 
disorders is valuable. The report on the Strangeways 
collection, by R. Lawford Knaggs, is discussed at length, 
and prominence is given to the report of the British 
Medical Association Committee. Of all the papers pub-’ 
lished on the subject during the year, two are given 
prominence; one of these is by Buckley and was published 
in London; the other is by Pern and was published in 
this journal. The researches of the Melbourne workers 
on poliomyelitis are given prominence. The chapter on 
toxicology is of considerable interest. V. M. Coppleson’s 
work on sharks is mentioned and his conclusions are 
quoted. The section on psychotherapy shows that more 
attention is being paid to the mental factor in disease. 
S. H. Harris’s prostatectomy operation is stated by 
Hamilton Bailey as not having received in England the 
attention that it deserves. Gastric and duodenal ulcer 
and their surgical treatment are dealt with in an 
interesting section. 





1“The Medical Annual: A Year Book of Treatmen 
Practitioner’s Index”, edited by H. L. Tidy, M.A., M.D., TROP. 
and A. R. Short, -D., B.S., B.Se., F.R.C.S.; 1934. Bristol: 
John Wright and Sons. Demy 8vo., pp. 745, with illustrations. 
Price: 20s, net. 
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THE STERILIZATION OF CATGUT AND 
POST-OPERATIVE TETANUS. 


Durie the last two or three years sterilization of 
catgut has been the subject of much discussion. 
Patients have died of tetanus soon after operation 
and in the catgut used at operation the micro- 
organisms causing tetanus have in some instances 
been found. Post-operative tetanus is, of course, 
by no means a new occurrence, but the peculiar 
circumstances surrounding some of the fatalities 
and the publicity given to them in the daily news- 
papers made it appear that a new danger was 
threatening the community. The Section of Surgery 
of the New South Wales Branch of the British 
Medical Association has been considering the matter 
for some time. It has made a report to the Council 
of the Branch and the Council has forwarded to 
this journal a letter that appears in another part 
of this issue. The occasion therefore seems 
appropriate to give some particulars of recent 
cases, to discuss shortly some peculiarities of the 
infections and their possible significance, to lay 
stress on the relative values of certain methods of 
sterilization, to deprecate the attitude of certain 
surgeons, and to draw some general conclusions. 





Through the courtesy of Dr. E. L. Morgan, of the 
Bureau of Microbiology of the Board of Health, and 
with the permission of Dr. Robert Dick, Director- 
General of Public Health, New South Wales, some 
details concerning post-operative tetanus resulting 
in death have been made available. Since 1930 Dr. 
Morgan has investigated nine such cases. These 
nine cases occurred in seven different hospitals. By 
a strange coincidence the same brand of catgut had 
been used in the first five cases, but in the whole 
series of cases five different brands were used. In 
every one of the nine cases operation had been under- 
taken for relief of an abdominal condition. In seven 
of the nine instances the catgut used at operation 
had been subjected to the biniodide of mercury 
method of sterilization. No common factor could 
be established as existing between the seven dif- 
ferent hospitals. Cultures were made from the body 
tissues in four instances; in only one was the 
bacillus of tetanus recovered. In this case the 
organism was isolated with the greatest ease from 
the tissues of the broad ligament and the ovary. In 
another case appendicectomy had been performed 
on a child. After death the whole operation area, 
including parietes and bowel, was excised, the 
tissues were incubated, and subcultures were made 
for a period of more than two months, and no 
tetanus organisms were recovered. Some further 
work of great interest has recently been carried out 
in Melbourne by Dr. C. H. Kellaway and Miss F. 
Eleanor Williams; an account of this work is in the 
press and will be published in the October, 1934, 
issue of The Australian and New Zealand Journal 
of Surgery. These workers isolated tetanus bacilli 
from catgut that had been used in operations 
followed by tetanus; on injection into animals some 
of these organisms gave rise to tetanus. Every 
practising surgeon should, on its publication, secure 
a copy of this paper. Dr. Kellaway and Miss 
Williams make an interesting observation. They 


‘state that though it is usual for washed spores of 


Clostridium tetani, the newer name for the bacillus 
of tetanus, to fail to cause symptoms when injected 
into animals, cultures containing toxin generally 
give rise to experimental tetanus. They think that 
the presence of a contaminating anaerobe may have 
caused destruction of toxin in their investigations 
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and may have accounted for the low mortality 
among their laboratory animals. They add that this 
contamination may also contribute to the low 
incidence of post-operative tetanus in man, “despite 
the use for so many years of catgut prepared by 
methods inefficient for sterilization”. It is an 
anachronism that in these days of vaunted asepsis 
freedom from tetanus after operation may be due 
to microbial contamination. 

Turning to the peculiarities of post-operative 
tetanus infections, we may ask ourselves why all 
the cases reported recently in New South Wales 
followed operations on the abdomen. The pre- 
dominance of abdominal operations as precursors 
to tetanus is so great that the association cannot 
be one of chance. It would not be unreasonable for 
a casual observer to hazard a guess that the bacilli 
of tetanus were present in the bowel before opera- 
tion and that the exercise of their malign influence 
on the body was made possible either by trauma of 
the operation itself or by some extraneous factor 
connected with it. The intestines of healthy human 
beings are known to harbour. tetanus bacilli; the 
recorded observations in this connexion vary from 
1% reported by Fildes to 34-7% reported by Broeck 
and Bauer. It cannot be too strongly emphasized 
that, even if some form of tetanus organism has 
been isolated from the catgut used at an operation, 
the tetanus following the operation is not neces- 
sarily due to the infected catgut. In the case coming 
under the observation of Dr. Morgan, in which 
tetanus bacilli were recovered without any difficulty 
from the broad ligament and from the ovary, and 
in which the catgut was known to be infected, it 
is possible that the catgut caused the infection; 
this cannot be stated, however, as being proved 
beyond any possible doubt.. How much more dif- 
ficult is a decision in the case in which Dr. Morgan 
excised the whole area of an appendicectomy wound 
and was unable to recover the organisms by culture? 
The ways of the tetanus bacillus are strange, one 
might almost say freakish. For many years it has 
been known that if a pure culture of tetanus bacilli 
is injected into an animal, the animal in due course 
dies of tetanus; yet the bacilli not only fail to 
multiply locally, but rapidly disappear. From this 
finding it was concluded that death from inocula- 





tion of cultures is due, not te toxin elaborated 
in vivo, but to toxin preformed in the culture. The 
possible relationship of phagocytosis and of altera- 
tion of the tissues to this disappearance of bacilli 
need not be discussed. The lesions produced by the 
injection of chemical substances, sometimes known 
as tissue debilitants, is most interesting. These 
substances have been shown to act, not upon 
tetanus spores, but upon the tissues. They produce 
a focus in which the spores can germinate, whereas 
they cannot germinate outside these foci. Thus if 
spores of tetanus are injected into one leg of a 
guinea-pig and if calcium chloride is injécted into 
the other, local tetanus starts on the side of the 
calcium chloride injection, where vegetation may 
actually be observed. The peculiar characteristics 
of the tetanus bacillus need not be pursued further. 
Those already mentioned will suffice to show that 
the utmost caution must be used in ascribing any 
death from tetanus after operation to infected 
catgut. They also show that it would not be difficult 
to elaborate a reasonable theory to explain to some 
extent at least the preponderance of abdominal pro- 
cedures among the operations that are sometimes 
followed by tetanus. We may go so far as to con- 
clude that if the catgut used in every surgical opera- 
tion was free from tetanus bacilli or spores, post- 
operative tetanus would not be entirely eliminated. 

To support the conclusion just stated is hot to 
deny that post-operative tetanus can and does occur 
as a result of infected catgut. To state such a con- 
clusion is necessary in order to remind medical 
practitioners that they must think along scientific 
lines. Medical practitioners, like other people, are 
sometimes apt to jump to conclusions. At a recent 
gathering of medical men reference was made to a 
case of post-operative tetanus, and the fact that the 
catgut used at the operation was prepared by the 
iodine method was mentioned in such a way as to 
cast doubt on the efficacy of this method. The 
iodine or any other method may, of course, be 
incorrectly applied—the person using a method 
must be considered as well as the method itself. 
As a matter of fact, the death referred to occurred 
after an operation for abdominal adhesions, a 
careful post mortem examination was made, no 
tetanus bacilli could be grown from the post mortem 
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material, and examination of the old catgut at the 
hospital suggested that the catgut had been 
efficiently sterilized. The point that must be 
emphasized is that the biniodide of mercury method 
of preparing catgut has been shown to be unreliable. 
It must therefore be abandoned. The Council of the 
New South Wales Branch, in its letter, gives details 
of two methods. It does not hold that this, that or 
the other method is the only method that should be 
used. What it does say is that certain methods are 
known to be effective. That is all that the Branch 
Council or any one else can say in the present 
state of knowledge. 

This brings us naturally to the attitude adopted 
by hospital staffs and others to suggestions that the 
biniodide of mercury method is not effective. Wordy 
battles have been fought over this subject. Senior 
surgeons have stated that the biniodide of mercury 
method has in their experience been satisfactory, 
and have objected to any alteration. The human 
memory may be conveniently short—cases of post- 
operative tetanus are easily forgotten over a course 
of years. Some surgeons say in effect and also in so 
many words: “We refuse to be dictated to by bac- 
teriologists.” This attitude is as short-sighted as it 
is stupid. The practice of modern surgery was made 
possible by the work of bacteriologists. Moreover, 
the asepsis of the modern surgeon is often inferior 
to that of the bacteriologist. Many deficiencies in the 
surgeon’s armamentarium are covered by the vis 
medicatric nature ; the bacteriologist has no horde 
of leucocytes that come to his aid to engulf adven- 
titious microorganisms that may find their way 
into his culture tubes. It would be much more 
fitting for the surgeon to sit in all humility at the 
feet of the bacteriologist in search of enlightenment. 
We have stated that medical practitioners should 
think along scientific lines. To this we may add 
that surgeons must cease to take things for granted ; 
they must reawaken their interest in the scientific 
side of surgery; they must continually cultivate a 
healthy scepticism of their methods. Even though 
they may have worked for years with certain 
methods without experiencing trouble, they should 
be prepared to submit their methods to bacterio- 
logical control before some disaster such as post- 
operative tetanus descends upon them. 





The conclusions of the matter are obvious and 
should not require to be stated. That the biniodide 
of mercury method must be set on one side for all 


time has been emphasized. In its place must be 
substituted one of the methods known to give satis- 
factory results in careful hands. No method, of 
course, will give satisfactory results unless the 
person using it is trained in aseptic technique. 
Medical practitioners must satisfy themselves that 
their non-medical assistants, who are often deputed 
to do this work, have had the necessary training ; 
after all, medical practitioners are responsible for 
the material that they use at their operations. Not 
only must a well-tried method be used, however. 
The method must be controlled by bacteriological 
examination. The examination of catgut for 
tetanus bacilli and spores is work that can be 
carried out only by a highly skilled bacteriologist ; 
it is quite fallacious to think that any man with a 
few culture tubes, an incubator and a microscope 
can do it. In metropolitan areas the necessary bac- 
teriological assistance can generally be obtained. 
In country areas this may be a matter of some 
difficulty. In these circumstances catgut that has 
been prepared and issued as conforming to the 
English Therapeutic Substances Act must be used. 
Naturally catgut of this description will be much 
more costly than catgut sterilized by a non-medical 
assistant. In a question of this kind cost should 
not be considered. An objection may be forestalled 
by stating that among the many brands of sterile 
catgut on the market material of suitable texture 
and tensile strength will be found to meet the 
requirements of the most exacting. By using every 
endeavour to eliminate post-operative tetanus 
surgeons will be doing something to advance the art 
and practice of surgery. Putting the matter on a 
lower level, they will save themselves some embar- 
rassment, for there can be no doubt that an 
operator would be culpable if a patient of his had 
died of post-operative tetanus, and if he had used 
catgut that was found to be infected and that was 
prepared by a method known by him to have been 
declared ineffective. If he had adopted every 
reasonable precaution, no blame could possibly be 
his. Finally, the door is by no means closed to 
further research both into the vagaries of the 
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tetanus bacillus and into methods of preparing and 
sterilizing catgut. Only by refusal to be satisfied 
with the present state of knowledge will progress 
be made; and to gain that progress bacteriologists 
and surgeons must work together, and not in 
suspicion and resentment, either of the other. 


_— 
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Current Comment. 





TETANY. 


Terany, in its manifest form, with carpo-pedal 
contractions and the “main obstétricale”, presents 
no difficulty in diagnosis. Spasm of the facial 
muscles and epileptiform seizures also are not 
uncommon. Trophic disturbances of the teeth and 
nails and cataract may also be seen. In cases of 
latent tetany, however, carpo-pedal spasms may be 
absent and diagnosis may be made only by the 
signs of Chvostek, Trousseau, Erb and Schlesinger. 
I. Snapper, of Amsterdam,’ insists that the cause 
of tetany, manifest and latent, is hypocalcemia and 
that symptoms usually appear when the blood 
serum calcium falls below seven milligrammes per 
centum. Various causes may induce hypocalcemia, 
but Snapper’s paper deals only with lesions of the 
parathyreoid (parathyreoprive tetany) and idio- 
pathic tetany, apparently causeless, in which para- 
thyreoid function is supposed to be diminished. 
Tetany may occur after thyreoidectomy, when the 
parathyreoids have been removed or damaged. 
Snapper remarks that prognosis in tetany has 
greatly improved in the last decade. Calcium 
administration is the essential method of treat- 
ment, but only a small part of that taken by mouth 
is absorbed from the intestine. Intravenous injec- 
tions may end an acute attack, but the benefit is 
only temporary. Calcium absorption from the 
intestine is increased by vitamin D. Subcutaneous 
injections of parathormone greatly increase the 
blood calcium and generally counteract tetany, but 
their influence on hypocalcemia gradually 
diminishes. 

Snapper states that transplantation of the para- 
thyreoids is usually ineffective, as the transplant 
rarely survives. Temporarily favourable results 
may be obtained, but attacks of tetany generally 
recur later. However, life may be thus saved, and 
occasionally transplantations are quite successful. 
In these cases the serum calcium is definitely 
increased. Even hypercalcemia may develop. 
Inorganic serum phosphorus diminishes to a lower 
level, nearer to normal. It is generally high in idio- 
pathic tetany and in tetany due to inadequate para- 
thyreoid activity. But in tetany associated with 
fatty diarrhea both calcium and inorganic phos- 
phorus may be low. In some cases transplantation 
may confer lasting benefit, and Snapper gives the 
tentative, but not very convincing, explanation that 


*The Lancet, April 7, -1934. 








in these cases one parathyreoid gland may be 
present (although damaged) and recovers while the 
transplant is being absorbed. Parathormone is 
useless when given orally. After subcutaneous 
injections of parathormone, blood calcium and 
inorganic phosphorus may return to normal or 
hypercalcemia may develop. Tetany disappears. 
Parathormone injections may be combined with 
intravenous calcium administration. 


It is known that excessive doses of irradiated 
ergosterol may cause unpleasant and dangerous 
symptoms, generally associated with hypercalcemia. 
F. Holtz, studying different fractions of irradiated 
ergosterol, isolated one portion which does not con- 
tain vitamin D, but which has a specific effect on 
the serum calcium. It is oil-soluble, standardized 
on mice, and termed A,T.10. Given orally, it causes 
hypercalcemia less rapidly but more lasting than 
that induced by parathormone. During the first few 
days after administration of A.T.10 the blood 
calcium is not markedly increased ; but no increase 
in the dose should be made or dangerous hyper- 
caleemia may result with calcification of the 
kidneys or other organs. Small doses restore the 
blood calcium to normal in idiopathic and para- 
thyreoprive tetany. In view of its cumulative 
action the dose must be reduced after three days. 
Prolonged administration, carefully adjusted, is not 
dangerous. -It has been given to parathyreoidec- 
tomized dogs for over a year without evidence of 
injury. The effect of A.T.10 on tetany is remarkable, 
and all other therapeutic measures may be stopped 
when it is begun. Under its administration exces- 
sive inorganic phosphorus in the blood diminishes 
to normal. Its effeet may be magical when calcium 
and parathyreoid medication have failed. 


Snapper details three cases in which this treat- 
ment was adopted with excellent results, but the 
number is too few to be convincing. We do not 
even yet know definitely the precise cause of tetany, 
and until such knowledge is gained all treatment 
must be empirical or merely symptomatic. It is 
held by some that tetany is a toxemia due to excess 
of guanidins or methyl guanidins in the blood. 
Guanidin stimulates the outgoing spinal neurones. 
In small doses it excites the peripheral neuro- 
myones, paralysing them in larger doses. The toxic 
effects of dimethyl guanidin are identical with 
tetany. It has been suggested that guanidin is 
detoxicated by the parathyreoids. Noel Paton con- 
siders that these glands produce an internal 
secretion which controls muscular tone by regu- 
lating production or destruction of guanidins. The 
onset of symptoms may be determined by a fall in 
lime salts and large amounts of calcium may 
counteract the effects of methyl guanidin. But 
Paton indicates that there may be a marked fall 
of calcium in uremia without tetany, which, on 
the other hand, may exist without hypocalcemia. 
G. H. Anderson and 8S. Graham hold that, while 
active tetany is always associated with diminished 
serum calcium, its severity is not related to the 
actual amount of such diminution. Latent tetany 
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may or may not be accompanied by a low serum 
calcium. They further consider that acidosis always 
leads to the disappearance of signs of tetany apart 
from any rise in serum calcium; hence the benefit 
of treatment by calcium chloride and ammonium 
chloride. In infantile tetany the carbon dioxide 
combining power of the venous plasma is within 
normal limits. Tetany has been produced by 
experimental alkalosis, such as by hyperventilation 
of the lungs by forced breathing. This condition 
has been termed hyperpneic tetany. The urine 
becomes temporarily alkaline owing to excessive 
elimination of carbon dioxide through the pul- 
monary alveoli. Also the manifestations of tetany 
have been induced by large administration of 
alkalis. In view of the complexity of the problem, 


Snapper’s investigations, though interesting, can- 
not be regarded as conclusive. We certainly cannot 
say that a simple cure for tetany is to hand. 





THE THROAT IN RHEUMATIC INFECTIONS. 


Peruaps no bacterial family has aroused even a 
fraction of the interest and argument that have 
centred around the streptococci. That streptococci 
are responsible for many of the common inflam- 
matory disturbances of the throat is well known, 
but when an attempt is made to assess their impor- 
tance in the causation of all diseased states where 
they are found in the throat, difficult problems arise. 
In chronic states like subacute nephritis and 
arthritis the difficulty in establishing an organismal 
etiology is understandable, but at first sight one 
would think that acute infective states would 
present a simpler question. This, however, is not 
so, and acute rheumatism is a case in point. Hzemo- 
lytic streptococci have been found with some con- 
stancy in the throats of persons who have after- 
wards had attacks of rheumatic fever, and this 
conjunction has been emphasized by certain 
authorities. Others deny that there is of necessity 
any direct relationship, and the Streptococcus 
viridans has been blamed by some, and the strepto- 
coccal family as a whole by others; Poynton and 
Paine’s micrococcus is, as it were, still fighting for 
recognition. Israel Weinstein and Norma C. Styron 
have carried out a study of the bacteriological con- 
dition of the throats of persons suffering from 
rheumatic and other infections... They were in 
particular interested in the hemolytic streptococci 
and tried to correlate the presence of this organism 
with the existence of the clinical symptoms of 
rheumatic disease. 

They found that cultures made from naso- 
pharyngeal swabs gave the most satisfactory results, 
a finding of some importance when it is recalled 
that there is abundant proof that rheumatic infec- 
tion may occur even after the tonsils have been 
removed. The tonsils are, of course, one portion 
of the lymphoid tissue in the pharyngeal wali, whose 
total amount is considerable, and is often observed 
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to be hypertrophied in young people. These authors 
quote the results of other workers who have 
observed that hemolytic streptococci are almost 
invariably present in the crypts of excised tonsils 
from the subjects of chronic cardiac, renal and 
articular disease, but can be demonstrated in only 
about half the cases when the cultures are made 
from swabs of the tonsil surface or that of the 
pharynx. Three hundred and twenty-one patients 
were investigated in this inquiry, of whom about 
half were suffering from rheumatic fever, and the 
remainder, various types of patient, were used as 
controls. It was found that the hemolytic strepto- 
coccus occurred no more frequently in the throats 
of the rheumatic patients than in those of the 
controls; this result was not affected by the 
presence of a definite infection of the naso-pharynx, 
though when such upper respiratory tract infection 
did occur, it was noted that the hemolytic strepto- 
coccus was more likely to appear in the younger 
subjects. Also these organisms were found with 
greater frequency in those persons who, prior to 
the pharyngeal infection under observation, had 
had their tonsils removed. So far there is no 
evidence of a very convincing statistical kind to 
support the view of those who would incriminate 
the streptococcus of the hzemolytic type as the 
cause of rheumatism. But on studying the question 
of recrudescences it was demonstrated that the 
majority of those in whom exacerbations of 
rheumatic fever occurred were persons harbouring 
this coccus in their throats. The authors suggest 
that this is more than a coincidence and that there 
may be some possible relationship between the 
presence of the organism and the reappearance of 
symptoms. This is interesting, for on purely clinical 
grounds there is reason to believe that there are 
patients who seem to become sensitized to 
organisms such as the streptococcus and who are 
prone to recurring infections during which the 
organism is present in the throat, whether or not it 
is causally related to the actual attack. As regards 
the other streptococci, the green-producing variety 
was almost invariably present, as were also the 
other reputedly indifferent types. 

It is, of course, almost idle to speculate on such 
a complicated problem. But at least we must keep 
an open mind. Nobody can deny that there are 
serious infective possibilities in the hzmolytic 
streptococcus and that this organism is not to be 
welcomed as a constant inhabitant of the throat; 
the same might be said-of the pneumococcus and 
other organisms. But it is possible that such 
bacteria may be of secondary importance only, that 
is, secondary from the standpoint of etiology, for 
they may easily be lethal, and it may yet be found, 
as apparently in the case of influenza, that another 
causal agent is at work. Weinstein and Styron give 
a brief summary of the literature on the subject 
and underline most of the salient points in one of 
the voluminous but unfinished chapters on medicine. 
From this, as well as from consideration of the 
work referred to here, it will be evident that there is 
plenty of room for other investigators in this field. 
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Abstracts from Current 
MWevical Literature. 


THERAPEUTICS. 


Mercurial Poisoning. 

I. M. Rasrnowitcn (Canadian Medi- 
cal Association Journal, April, 1934) 
discusses the importance of mercury 
and the factors influencing the toxicity 
of the various therapeutic prepara- 
tions. Mercury is readily absorbed 
from all surfaces, including the intact 
skin, signs of acute poisoning having 
been noted twenty-four hours after 
the use of ointments. Disease or 
injury of the skin facilitates the 
absorption. Solubility is an important 
factor when the metal is taken by 
mouth, but the possible changes at the 
point of contact of the mercury with 
the gastro-intestinal mucosa also 
influence the absorption. Fine division 
of the liquid metal is responsible for 
absorption through the lungs. Fur 
trade workers may be poisoned by 
fumes of mercuric nitrate. Owing to 
the formation of insoluble compounds, 
mercury may be localized in the 
tissues. The type of compound 
influences the distribution, which, 
however, is the same regardless of 
the mode of entry. Clinical proof of 
this exists in the fact that ulceration 
of the gastro-intestinal tract is com- 
mon whether the mercury is taken by 
mouth, whether it has entered through 
the lungs, whether it was injected, or 
whether it was applied to the skin. 
According to radio-chemical technique, 
mercury behaves like lead and bis- 
muth with respect to elimination; it 
appears to remain longest in the liver 
and bones. Its elimination is very 
slow and it may be months béfore the 
body is quite free. Excretion is 
increased by ammonium chloride and 
potassium iodide appears to diminish 
its deposition in the liver. Mercury 
may produce a fatal issue by local or 
general action. Massive’ kidney 
damage with a terminal anemia is the 
commonest; direct action on the 
heart may cause death. The local 
action is corrosive, as is seen in the 
effects of mercuric chloride tablets on 
the vaginal mucosa, The toxicity of 
the ordinary mercurial. compounds is 
related to their solubility, but ioniza- 
tion is also important. This latter 
factor offers an explanation of the 
toxicity occasionally noticed with 
calomel which, under suitable condi- 
tions, is converted into the more 
soluble and ionizable mercuric 
chloride. Other examples are detailed 
in the original article. It is also pos- 
sible to alter the toxicity of the mer- 
cury compound by artificial means, the 
addition of potassium iodide to the 
insoluble mercuric iodide making a 
well known soluble germicide. Appli- 
eations of insoluble mercury com- 
pounds to the eyes of patients taking 
iodide may result in severe injury of 
the conjunctiva, due to the formation 
of the very irritant mercuric iodide. 
The simultaneous administration of 
iodide or bromide and calomel increases 
the solubility of the latter. Idio- 





syncrasy is a factor to be considered 
in the toxicity of the mercurial com- 
pounds in common with all other 
poisons. The author stresses the 
importance of the delayed poisoning 
by mercuric chloride. The immediate 
result of acute poisoning by this sub- 
stance is pain and vomiting in a few 
minutes with albuminuria and hemat- 
uria. All these signs may then dis- 
appear, and five or six days later 
albuminuria and hematuria appear, 
followed by progressive kidney 
damage, ending in uremia and death. 


Blood urea estimation will afford the | 


necessary evidence before’ signs 
appear in the urine. The purpose of 
this article is to emphasize the fact 
that no mercurial compound, inorganic 


or organic, is harmless, as all can be | 


toxic. 


Pseudo-Ephedrine in Asthma. 


G. W. Bray ann L. J. Witts (The 
Lancet, April 14, 1934) were requested 
by the Therapeutic Trials Committee 
of the Medical Research Council to 
carry out comparative tests of the 
therapeutic values of ephedrine and 
pseudo-ephedrine in asthma. Their 
eonclusions are given briefly as 
follows: (i): Pseudo-ephedrine given 
by mouth is more efficacious than 
ephedrine in lessening the frequency 
of attacks of asthma in childhood. 
(ii) Pseudo-ephedrine is less effica- 
cious than ephedrine in relieving the 
actual asthmatic paroxysm in adults. 
(iii) Pseudo-ephedrine is less toxic 
than ephedrine, but in large doses it 
may produce the same unpleasant side 
actions. (iv) Pseudo-ephedrine is 
worthy of further trial in the treat- 
ment of asthma in childhood. (v) 
Neither ephedrine nor pseudo-ephe- 
drine is as effective as injections of 
adrenaline in the treatment of the 
asthmatic attack. 


The Oily Suspension of Gold Salts 
in the Treatment of Pulmonary 
Tuberculosis. 

Henri Morwiarp (La Presse Médicale, 
March 10, 1934) has reviewed sixty 
patients treated by intramuscular 
injections of gold salts in oily sus- 
pension two years after the comple- 
tion of their treatment. Among 
fourteen, or 23%, who had made 
striking immediate improvement 
clinically and _ radiologically, eight 
were apparently perfectly well, with 
normal chest skiagrams, four had 
died, and two had relapsed. Among 
twenty-two, or 36%, whose improve- 
ment had been definite but not so 
dramatic, eight were free from any 
symptoms or radiological signs, and 
eight had not been traced; three had 
relapsed and the condition of three 
had remained stationary. In six the 
initial symptomatic improvement had 
not been accompanied by a corres- 
ponding radiological change; one of 
these had died and one had not been 
traced, but the remaining four were 
in comparatively good health, and 
three of them were at work. Sixteen 
cases had been noted wherein treat- 
ment had had no influence on the 
disease. Of these patients, eleven 
were dead and one was very ill. Two 








had shown definite improvement, 
while the remaining two showed com- 
plete resolution of their lesions. One 
of these had previously failed to 
respond, during three years’ con- 
tinuous treatment, to rest, phrenic 
avulsion and aqueous solutions of 
gold salts. The two remaining patients 
had originally shown intolerance and 
were not included in the review. 
From these results the author draws 
the following conclusions: First, that 
the oily solutions of gold salts are 
productive of more lasting benefits 
than the watery solutions, and that 
relapses are less common; secondly, 
*that improvement follows later in a 
surprising number of cases, even 
though immediate results appear to be 
slight; thirdly, that the only objection 
that could possibly be raised to the 


| use of oily solutions is that fairly 


long intervals of time are required 
between courses of treatment. From 
all points of view he prefers the oily 
to the watery solutions of gold salts. 


Posterior Pituitary Extract in 
Pyelitis. 

W. Dariey Anp W. B. Draper (The 
Journal of the American Medical 
Association, March 3, 1934) report 
sixteen cases of well-defined pyelitis 
treated by the subcutaneous injection 
of posterior pituitary extract. The 
doses ranged from 0-2 to 1-0 cubic 
centimetre, were administered at 
intervals of from four to eighteen 
hours, and were continued till all 
signs of acute illness had disappeared. 
As they could not be followed up, only 
symptomatic and clinical relief is 
claimed for these patients. Nine had 
been under treatment with alkalis and 
urinary antiseptics for from two to 
twenty-eight days without relief of 
pain or other apparent benefit. Relief 
of pain was obtained in from one to 
four hours after the exhibition of 
pituitary extract. In the case of two 
children it was difficult to determine 
accurately the time of pain relief. 
The remaining five patients had been 
ill for an average of only twenty 
hours before’ receiving pituitary 
extract. One had had constant renal 
pain uncontrolled by two full doses 
of morphine and atropine; complete 
and permanent relief followed within 
one hour of the injection of pituitary 
extract. In two patients pituitary 
extract was the only medication 
employed. Pain had lasted three and 
twenty-four hours respectively, and in 
both relief was obtained one hour 
after the pituitary extract was given. 
Two patients whose pain had been 
present for twenty-four hours were 
given alkalis simultaneously with the 
injection of the extract. In one pain 
was permanently relieved in eight 
hours and in the other there was tem- 
porary relief one hour after the first 
dose of pituitary extract and per- 
manent relief one hour after the 
second dose. The striking relief of 
pain noted was in all cases associated 
with mitigation of such complaints as 
urinary frequency, dysuria and nausea. 
In five cases fever was lowered in 
two days or less. Disappearance or 
diminution of the pathological elements 
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of the urine was not a prominent 
feature of the therapeutic action of 
the pituitary extract. 


NEUROLOGY AND PSYCHIATRY. 


Mental Disorders Related to 
Childbirth. 

GeorceE FrumKes (The Journal of 
Nervous and Mental Disease, May, 
1934) studies the problem of mental 
disorders and childbirth in relation 
to women admitted into the New York 
State hospitals. He finds that the 
psychotic states of 38% of 3,209 
patients admitted for the first time 
were related to childbirth. He con- 
cludes that there is no specific puer- 
peral psychosis, but that mental 
disorders of any kind may be precipi- 
tated by the puerperium. Some of 
the specific features of childbirth 
frequently colour the symptomatology 
of the mental disorder. A relatively 
frequent symptom is the development 
of a delusion that the baby is dead. 
This is a mental mechanism elab- 
orated for denying childbirth or even 
marriage itself. Sexual frigidity is a 
frequent trait in women who develop 
post partum schizophrenia. Potential 
homosexuality is prominent in the 
schizoid characteristics of such puer- 
peral psychotics. 


The Influence of Emotion in 
Convulsion. 

FrRaNK FreEMoNT-SMiTH (The Ameri- 
can Journal of Psychiatry, January, 
1934) has studied a number of patients 
presenting major and minor convul- 
sions and believes that emotion acts 
as a precipitary cause in a great 
majority. The common predisposing 
factors in convulsions are abnor- 
malities of the central nervous 
system, such as congenital malforma- 
tion, trauma, inflammation and neo- 
plasm. Emotion, particularly the 
emotion of fear, acts as a precipitating 
cause in many cases. This author had 
observed eight patients in whom 
major or minor seizures could be 
induced by emotion. He brings for- 
ward theoretical evidence to show 
that emotion acts through stimulation 
of the sympathetic nervous system. 
Pain and cold are both potent stimu- 
lators of the sympathetic nervous 
system, and both have been observed 
to precipitate seizures in predisposed 
individuals. 


The Psychological Background in 
Graves’s Disease. 

Atex. LORAND AND ELI MoscucowiltTz 
(The Journal of Nervous and Mental 
Disease, February, 1934) have adopted 
the psychological approach to dis- 
orders which, when fully developed, 
are marked by tremor, tachycardia, 
thyreoid hypertrophy and exoph- 
thalmos. They consider that there is 
always a marked constitutional factor 
in the Graves syndrome. Patients in 
whom this disorder develops are of 
the sensitive, emotional type, and 
whatever form of treatment is under- 


taken, even when the evidence of’ 


disease has been eliminated, these 
patients retain their constitution, 





their peculiar personality make-up 
persists. Hence the liability to 
relapse. Patients of this sensitive, 
emotional type show considerable 
emotional instability. They are quick 
and hasty. They blush, sweat and 
become pale easily. The onset of the 
illness is frequently ushered in by 
some psychic insult, an_ essential 
ingredient of which is fear. Numerous 
examples are cited from case histories 
which have been most carefully docu- 
mented. It is now generally accepted 
that while partial thyreoidectomy may 
remove some of the signs associated 
with Graves’s disease, such form of 
treatment frequently serves to aggra- 
vate the lability of the affect so 
that the patient is more emotionally 
unstable than before. This is because 
no form of surgical treatment can 
alter the nervous constitution of the 
patient or prevent him or her from 
remaining in a _ state of potential 
instability. The authors consider that 
no patient suffering from Graves’s 
disease is properly or adequately 
treated until due consideration is paid 
to the constitution of the patient and 
to the environment into which such 
patient has to return. 


Lecithin in the Treatment of 
Multiple Sclerosis. 

Max H. Wernperc (The Journal of 
Nervous and Mental Disease, March, 
1934) discusses the etiology and treat- 
ment of multiple sclerosis and gives 
his resulis of the treatment of twelve 
cases by means of lecithin. The treat- 
ment consists of intraspinous injection 
of 0-2 cubic centimetre of lecithin 
mixed in 4-0 cubic centimetres of 
warm saline solution, diluted with an 
equal amount of the patient’s cerebro- 
spinal fluid. This is repeated every 
ten or twelve days until four injec- 
tions have been given. The author 
describes a method of preparing 
lecithin from the yolk of egg which 
was first outlined by Minnea and 
Dragomir. Nine of the _ author’s 
patients showed improvement. He con- 
siders the treatment harmless and 
practically free from risks, although 
severe on certain patients. In addition 
to lecithin injections, he feeds his 
patients on cod liver oil over long 
periods. He regards multiple sclerosis 
as a pathological condition arising as 
the result of a disturbed fat metab- 
olism of the nervous system which 
prevents regeneration of the myelin 
sheaths brought about by wear and 
tear owing to a destruction of the 
lipoid. He believes that the intro- 
duction of lecithin brings about an 
improvement in the patient by 
neutralizing the lipase or toxin and 
thereby allowing the maintenance of 
ordinary repair in the myelin sheaths. 


The Parent-Child Relationship in 
Schizophrenia. 


Jacop KasANIN, ExizasetH KNIGHT 
AND Priscrtta Sace (The Journal of 
Nervous and Mental Disease, March, 
1934) regard schizophrenia as a per- 
sonality disorder, having its morbid 
roots in the early child life of the 
individual, and they have therefore 
studied the relation between the 





schizophrenic child and its parents. 
They found that maternal over-protec- 
tion was present in the majority of 
eases. The cause of maternal over- 
protection lay in certain factors in 
the mother’s life, such as_ sexual 
incompatibility with the husband, 
emotional impoverishment in early 
life, social isolation, lack of common 
interests between husband and wife, 
periods of frustration or anticipation 
during which the woman’s desire for 
a child was thwarted by thoughts of 
sterility and miscarriages et cetera. 
A potent cause for this over-protection 
lay in any physical handicaps from 
which the child might suffer—illness, 
delicacy or shyness, or anything which 
made the child’s chances of survival 
unduly hazardous. In two cases only 
did the authors find maternal rejec- 
tion. It was found that with schizo- 
phrenic patients maternal protection 
tended to persist into adult life. The 
frequent biological inferiority of the 
schizophrenic child was early detected 
by the parent and served to strengthen 
the attitude of over-protection. Such 
a child frequently solicits the over- 
protection of the parent. Over- 
protection in the life of a _ schizo- 
phrenic child sets up a vicious circle, 
because the more it is over-protected, 
the more its natural development is 
hindered and the more the parent 
resorts to over-protection. 


Treatment of Multiple Sclerosis by 
Electropyrexia. 

CLARENCE A. NEYMANN AND S. L. 
OsporRNeE (The Journal of Nervous and 
Mental Disease, April, 1934) report in 
detail their treatment by hyper- 
pyrexia of twenty-five patients suf- 
fering from multiple sclerosis. They 
produced hyperpyrexia artificially by 
diathermy, radiothermy and _ the 
electric blanket. They claim that 44% 
of their patients were much improved 
and that a further 40% showed 
improvement to a lesser degree. The 
improvement lasted the whole of the 
time they were under observation, 
which was from a few weeks up to 
eighteen months. Two patients died 
as the result of treatment. One 
patient appeared to have been made 
worse. The majority of patients were 
heated by diathermy, as by this 
method it was found easier to control 
the fever. The electric blanket was 
found to be too exhausting for most 
patients. It was found that a quick 
rise of temperature to 40°5° C. (105° 
F.) and a high plateau ranging 
between 40-5° and 40-:9° C. (105° and 
105°5° F.) gave the best therapeutic 
results. . The fever was maintained 
for from eight to ten hours and was 
given twice a week. In order to main- 
tain this temperature without frequent 
recourse to electrical stimulation, the 
patients were placed in an air-tight 
bag made of two layers of rubberized 
cloth insulated with kapok. The cases 
treated were described as _ mild, 
advanced and far-advanced. Four of 
the six bedridden patients regained 
the use of their upper extremities, 
and one learned to walk. Psychotic 
symptoms which were apparent in two 
cases disappeared after treatment. 
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British Medical Association Mews. 


SCIENTIFIC. 


A MEETING OF THE New Sours WALES BRANCH OF THE 
British MepicaL Association was held on May 31, 1934, 
at the Robert H. Todd Assembly Hall, British Medical 
Association House, 135, Macquarie Street, Sydney, Dr. 
A. J. Corttins, the President, in the chair. 


Thyreotoxicosis. 


In the absence of Dr. A. W. Hotmes A Court, through 
illness, Dr. Grorce Bett read for him his paper entitled: 
“Toxic Goitre” (see page 139). 


Dr. Georce Bex read a paper entitled: “Surgery—Toxic 
Goitre” (see page 144). 


Dr. A. T. Nisset, in opening the discussion, said that 
the papers had been intensely interesting, but, speaking 
on behalf of a still embryonic science, he felt that there 
was something else to be said. The geographical areas 
from which threotoxicosis came were important. It was 
found especially in Queensland, from the Atherton Table- 
land, from the Darling Downs, and in New South Wales, 
from the northern rivers, the ,Wagga district and the 
north-west highlands. Dr. Nisbet proposed to go into the 
question of treatment by surgery, medicine or radiation. 
In December, 1928, Clark and he had published in THE 
MepicaL JougNAL or AusTRALIA the history of a series of 
fifty-six patients who for over five years had been treated 
by radiation alone. Of these, 71% were considered to be 
restored to a good livelihood. The patients could do their 
work and earn their living. During the period 1929 to 
1934, Dr. Nisbet had treated thirty-eight patients with 
thyreotoxicosis, that was to say, the typical thyreotoxic 
state with exophthalmos, tremor and all the classical 
symptoms. He had gone through these cases and found 
that the average basal metabolic rate was +49. The final 
average rate was +23; the highest was +91, and the 
highest at the end of treatment was +71, while the 
lowest was +14. The patients’ ages varied from sixty-five 
to twenty, with an average of forty-three. Of these 
patients, 66% were well, 29% had improved, and there was 
an unimproved remainder of five. Females constituted 
93% of the cases and males 7%. 

Dr. Nisbet had found that in the presence of nephritis, 
septic teeth or other sepsis, and even septic uteri, radiation 
was of little value. Two of his patients had had the 
thyreoid gland taken out by surgeons, one two and one 
three months after treatment. Dr. Inglis had examined 
one and Dr. Utz the other, and in neither was there 
evidence of fibrosis. The effects of X radiation went on 
for three months after the dose of X rays had been given. 
It used to be thought to go on for three weeks, but 
it was certainly more than this. For this reason they 
must wait three months for results in these cases. 

Dr. Nisbet mentioned one patient to whom Dr. Hansman 
had given vitamin D for some months. In this instance 
the parathyreoid glands had apparently been damaged. 
The patient had put on two stone in weight with vitamin 
D, but immediately it was stopped she had become 
cantankerous, thin and miserable. 

The question as to whether surgery, medical treatment 
or radiation should be employed was very important 
indeed. Dr. Nisbet felt that the worse the toxicosis, the 
better the patient was likely to do under radiation 
therapy. A patient who came into hospital on a stretcher, 
with a pulse rate that could hardly be counted, and a 
basal metabolic rate in the seventies, in fact a patient 
who was a very bad surgical risk, should be left to 
radiation therapy. It was found that such patients did 
better than any others when treated by radiation. On 
the other hand, if the patient hada basal metabolic rate 
of +15, a small tumour, a pulse rate of 110, looked well, 
and had not much exophthalmos, then Dr. Nisbet was not 
so keen on treatment by radiation; in fact, the surgeon 
might possibly do better than the physical therapist. 

Dr. Nisbet was glad that Dr. Bell had mentioned the 
necessity for rest in these cases. But very often there 





were no beds in the public hospitals and nowhere for the 
public hospital patient to rest. As a rule, patients in 
public hospitals were sent to Dr. Nisbet by the physician 
and then by the surgeon, and he had .to rely on them to 
keep the patient in hospital for as long as the bed could 
be spared; it was up to the physician or surgeon to see 
that the patient stayed in bed as long as possible. Dr. 
Nisbet mentioned a patient with a very severe thyreo- 
toxicosis who also had a fractured femur; this patient 
therefore had necessarily to stay longer in hospital, and 
Dr. Nisbet anticipated that in this instance he would get 
a very good result. 

Dr. Nisbet thought it unnecessary to discuss radiation 
technique. 

As to the question of telangiectasis, scarred necks and 
so forth, it was very unfortunate when such disfigurements 
occurred, especially in young women, as it did in the 
early days. But now they could be avoided on account of 
the higher voltage and filtration that could be used. The 
skin of the neck could look just as well as it had looked 
before the disease was present; there was not even a 
surgical scar. 

In regard to the length of treatment necessary, Dr. 
Nisbet said that they wanted, if possible, four weeks in 
bed; also he would like another four weeks’ after- 
treatment in bed. Hé said that he was opposed to the 
use of Lugol’s solution, bromides and other such medication. 

Referring to the term “X ray therapist”, Dr. Nisbet 
asked, since the therapist was a physician, whether it 
might not be left to the X ray therapist to order any 
subsidiary treatment. As it was, he had to go to his 
seniors and ask whether the administration of Lugol’s 
solution or morphine might be stopped. He thought that 
it would be a pleasant tribute from people who sent 
thyreoid cases to the X ray therapist, if they would allow 
him, with due respect for their seniority, to handle the 
case on his own responsibility. 

Dr. Nisbet then mentioned X ray dosage. He said that 
small doses were given at first—100 international r units, 
then 150 after the first week, and 200 after that—the 
treatment extending over four weeks in all. If this had 
not proved satisfactory after an interval of three months 
or more, then a second course should be given. 

X ray sickness was an important point. Fortunately, 
Webster had recently written a short note in The British 
Medical Journal introducing the idea of giving liver 
extract intramuscularly for the cure of X ray sickness. 
Since January Dr. Nisbet had given liver extract to 200 
patients and only two had not reacted to it. It would 
seem that X ray sickness was a bygone thing. 

In conclusion, Dr. Nisbet said that surgeons would have 
failures and radiologists would have failures; surgeons 
would send patients to radiologists and radiologists would 
send patients to surgeons; both combined would have 
certain failures. But he asked, above all, for cooperation 
between medicine, surgery and radiology. 


Dr. L. W. Duntop complimented the speakers on their 
papers; they had given food for thought. He wished to 
discuss the question of the removal of septic foci in 
thyreotoxicosis, as to whether the septic focus should be 
removed before the thyreoid operation or following it. 
Dr. Dunlop had in mind a case of which he wanted to 
show the meeting a chart of the temperature and pulse 
rate. Most authorities considered that it was dangerous 
to remove a septic focus before treating the thyreotoxicosis. 
The patient in question was a girl of sixteen; her basal 
metabolic rate was +26 and she was not particularly 
nervous; she appeared to be in good condition. The ear, 
nose and throat people reported infected tonsils, and it 
was thought to be safe to submit the patient to operation. 
The operation was done, and the pulse rate, which prior 
to operation was 100, rose on the following day to 160. 
The patient was restless and flushed, and in the course 
of a few days became delirious. The pulse became 
uncountable and it was thought that she would die, but 
vigorous treatment with iodine and digitalis was instituted 
and she commenced to recover. The treatment consisted 
initially of large doses of Lugol’s iodine, three doses of a 
drachm per rectum; morphine was given and fluids were 
administered per rectum; then, on the third or fourth 
day, ten minims of Lugol’s solution four-hourly. The 
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pulse rate came down and the patient recovered quite 
well. Two or three months later she was operated upon 
for the thyreotoxicosis and made a good recovery. Dr. 
Dunlop said that this was a good example of the danger 
of submitting such people to operation before dealing with 
the thyreotoxicosis. He had read in an American journal 
recently of a man with a basal metabolic rate of +50 
who, though warned by his medical attendant, had gone 
to another practitioner and had a varicose vein injected. 
He developed a thyreotoxic crisis and died a couple of 
days later. 

In regard to iodine, Dr. Dunlop said that most of them 
were at sixes and sevens as far as dosage was concerned. 
In simple goitre, the diffuse colloid goitre of pregnancy, 
lactation and menstruation, small doses of iodine were 
essential; but they must be small. Marine stated that the 
patient should not have more than ten milligrammes per 
diem for one month at a time, or one milligramme per 
diem continuously. It was important to know exactly 
how much iodine the preparations used contained. For 
instance, 15 minims of Lugol’s solution contained 130 
milligrammes; so it would be seen that five minims was a 
large dose. In a recent article in an American journal 
Dr. Dunlop had read of the treatment of exophthalmic 
goitre with one minim of Lugol’s solution a day. Syrup 
of hydriodic acid was a useful preparation; 15 minims 
contained 13 milligrammes of iodine. When the goitre 
became adenomatous it was dangerous to give iodine. 
The iodine did not influence adenomatous change and 
often brought on a thyreotoxicosis. Boothby, who, with 
Plummer, originated iodine therapy in 1923, advised 
against the use of iodine in adenomatous change when 
the patient was over twenty-five years of age. Iodine 
should be reserved for the colloid type of goitre without 
other changes; the goitre should be treated for a limited 
time and the giving of iodine then interrupted. Otherwise 
simple conditions might become nodular and toxic. 

In regard to post-operative treatment, Dr. Dunlop 
thought that the patient should be put under the care 
of a special nurse in a special ward, because such patients 
were very restless as a rule. It was important that the 
patient should take plenty of fluids and dextrose. Dextrose 
had a beneficial effect and allayed réstlessness. Also they 
should not lose sight of the value of transfusions. 

Dr. Dunlop did not really think that there was any 
medical treatment for hyperthyreoidism; it lay between 
the surgeon and the X ray therapist. Surgery gave the 
most prompt recovery; but if the patient was prepared to 
face a longer period of thyreotoxicosis, then X ray treat- 
ment was of value. However, there was no doubt that 
surgery gave the quickest relief. 


Dr. H. A. Ripier, in reply to Dr. Bell’s request for the 
opinion of the obstetrician in thyreotoxicosis, said that 
the condition was not commonly met with. The figures 
quoted by both Dr. Bell and Dr. Nisbet showed the age 
of these patients to be generally over forty. It was neces- 
sary to consider the severity of the thyreotoxicosis and the 
period of gestation. As to the effects of the disease on 
pregnant women, some improved, some stood still, and 
some got worse. Some authorities suggested the adminis- 
tration of iodine during pregnancy, saying that it would 
not make the patient worse and would carry her through 
pregnancy without operation; others said that iodine 
should not be given unless the patient was being prepared 
for operation. 

As to the propriety of inducing abortion: some patients 
with mild thyreotoxicosis apparently stood still; in other 
cases the shock of the abortion and subsequent sepsis pro- 
duced a thyreoid crisis and the patients were worse off 
than ever. Dr. Ridler said that it was generally con- 
sidered that if subtotal thyreoidectomy was performed, the 
patient did equally well whether she was pregnant or not. 
Special care had to be taken during labour; if the patient 
had a long and difficult labour, strain was thrown on 
organs that had already been strained by the thyreo- 
toxicosis. It was important that as little strain as possible 
should be put on the heart. 

Dr. F. S. HansmMANn. said that he had felt disorientated 
by the two papers that evening, mainly because thyreo- 
toxicosis had been spoken of as if it were a single disease 
and as though knowledge of the disease were complete 








and its treatment cut and dried. Thyreotoxicosis as dis- 
cussed by Dr. Holmes a Court included conditions due 
to several diseases of the thyreoid gland. Some of the 
disorders mentioned were due to pure hyperthyreoidism; 
others were due to dysthyreoidism. Though it might appear 
to some that it was a retrograde step, he thought that the 
older conception that toxic adenoma was a condition of 
dysthyreoidism had a lot to commend it, and he would 
like tO stress that Professor Charles Harington, who was 
responsible for the synthesis of thyroxin, considered that 
hyperthyreoidism wags due to the production of an excess 
of pure thyroxin, while a toxic adenoma probably pro- 
duced an abnormal secretion. He felt that the opinion 
of this brilliant research student should receive great 
consideration. Dr. Hansman said that when the passage 
of time had led any conception to be widely accepted, it 
behoved them to question, in the light of newer knowledge, 
whether the conception was well founded, and he felt 
that the conception of hyperthyreoidism should be so dealt 
with. He felt sure that everyone who had seen a number 
of cases of hyperthyreoidism was aware of a type of 
patient who, though obviously suffering from an excessive 
production of thyroxin, presented practically none of the 
so-called signs or symptoms of the disease. This type 
of patient might have subjective feelings of heat and 
might have lost weight, perhaps was a little nervy or was 
easily tired, but might have no other symptoms, not even 
palpitation. He believed that in these cases the condition 
was one of pure hyperthyreoidism and that practically 
all the other manifestations of so-called thyreotoxicosis 
were an expression of disorders of other endocrine glands. 
As evidence for this conception, he would refer to certain 
phenomena that were associated with the application of 
X ray therapy to a hyperfunctioning thyreoid gland. In 
many cases the first few exposures led to a great improve- 
ment in the subjective symptoms of the patient, to a 
definite gain in weight, and to a definite fall in the pulse 
rate, but the basal metabolism in most cases would be 
found to be higher than before treatment was initiated. 
It was logical to conclude that the rise in the metabolic 
rate indicated that the thyreoid had been stimulated, but 
that the X rays had effected a change in some other struc- 
ture, namely, in the parathyreoid glands. Before pro- 
ceeding, he would like to stress that the parathyreoid 
glands were more important than the thyreoid gland. 
Extirpation of the thyreoid gland was not incompatible 
with life, but it was impossible for an animal to survive 
complete parathyreoidectomy. Further support of the 
importance of the association of hyperparathyreoidism 
with hyperthyreoidism was lent by the results of research 
work carried out at the Royal Prince Alfred Hospital. 
It was found that the negative calcium and phosphorus 
balance present in hyperthyreoidism was due to hyper- 
parathyreoidism, and the degree of hyperparathyreoidism, 
as measured by the extent of the negative calcium and 
phosphorus balance, bore a definite relationship to those 
signs and symptoms which were considered to be a mani- 


festation of over-stimulation of the sympathetic nervous | 


system. On the other hand, in two patients who had a 
markedly raised metabolism, but who were practically in 
calcium and phosphorus equilibrium, there was no evidence 
of over-stimulation of the sympathetic nervous system, as 
the patients were quite placid and, indeed, almost stolid. 
In cases of hyperthyreoidism associated with hypopara- 
thyreoidism the same absence of sympatheticotonia was 
noted. Was it not reasonable to consider that hyper- 
function of the parathyreoid glands played an essential 
part in the degree of sympatheticotonia present in any 
given case? If one had a working hypothesis that an 
excess of thyroxin per se caused an increased metabolism 
and that the only signs and symptoms due to the excess 
of thyroxin were consequent on the raised metabolism, 
it led one to pay more attention to associated disorders 
of the other endocrine glands and it tended to bring order 
to the chaotic symptom complex known as thyreotoxicosis. 

Dr. Hansman was surprised that no mention had been 
made of the question of diet in hyperthyreoidism, yet this 
was of great importance. The hyperthyreoidic patient 
required from one and a half to twice as much food as 
an ordinary individual, and the type of diet should receive 
attention. It had been taught that meat was harmful, 
as the amino-acids stimulated the already raised metab- 
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olism, but Boothby had proved that there was no sum- 
mation of effect of specific dynamic action of protein on 
the already stimulated metabolism in these cases. These 
patients had a large nitrogen loss and a lot of protein 
should be allowed if the patient’s own protein was to 
be spared. 

The death rate after operation was not low, and it 
was not flattering to think that the mortality rate should 
be as high as 10% in large hospitals. More attention 
should be paid to the cause of post-operative death. It 
was taught that patients died because thyroxin was poured 
out from the stump of the remaining portion of the 
thyreoid gland, but Dr. Hansman could not believe that 
this was a logical explanation. It seemed to him that 
death was due to some other condition, possibly to acute 
hyperparathyreoidism. The type of death was similar to 
that seen after the experimental injections of lethal doses 
of parathormone. 

Nervous shock was mentioned as a cause of hyper- 
thyreoidism, but Dr. Hansman doubted if there was much 
evidence to support this. Was it not remarkable that the 
disease was so rare in returned soldiers, who surely had 
been subjected to severe nervous shock? He believed that 
nervous shock could accentuate but not cause the disease. 
He would like to support Dr. Nisbet in his contention that 
iodine seemed to inhibit the beneficial effects of radiation, 
and this aspect of the problem needed study. Another 
aspect that gave rise to a lot''of thought was why the 
worst cases responded best to radiation. Iodine had been 
widely used for ten years, and yet they did not know what 
was the optimal dose, why it lost its effect after a short 
time, and why occasional patients were made seriously 
ill by its administration. Dr. Hansman thought that they 
must not give their whole attention to the thyreoid and 
that in each case tests should be evolved to measure the 
activity of other glands. It was now practicable to measure 
the function of the parathyreoid, and it behoved the large 
city hospitals to create facilities for this to be done as a 
routine, as it was only by further study that they could 
elucidate the many problems involved. 


Dr. A. J. Grpson congratulated the speakers on their 
papers. He agreed with Dr. Ridler that hyperthyreoidism 
was not a common complication of pregnancy. Dr. Gibson 
had not seen a sufficient number of these cases to lay down 
laws himself, but he had consulted the literature on the 
subject and found that it was considered a rare complica- 
tion of pregnancy, occurring in only 0-41% of cases. Dr. 
Gibson spoke of hyperthyreoidism complicating pregnancy 
reported at the Mayo Clinic by Mussey, when only 42 
coexisting pregnancies were found in 7,228 cases of hyper- 
thyreoidism in women. In Detroit, in the so-called goitre 
belt, there was 3-7% incidence in a large series; and in 
the New York Lying-in Hospital there were only 8 cases 
in a series of 100,000 pregnancies. So there appeared to be 
not a great deal of hyperthyreoidism in pregnant women. 
As Dr. Ridler had said, the condition of a hyperthyreoidic 
patient might be definitely improved by pregnancy, and 
in a few cases the improvement seemed to be permanent. 
Some authorities held that no treatment was necessary, 
or else that small doses of iodine should be used. In non- 
toxic nodular goitre it was dangerous to give iodine 
indiscriminately. 

Then there was the question whether the pregnancy 
should be terminated or not; the general opinion was that 
abortion was contraindicated. In severe cases the goitre 
should be treated by subtotal thyreoidectomy. In the 
operation of subtotal thyreoidectomy pregnancy did not 
in itself increase the mortality or complications and the 
results in pregnant women were as permanent as in 
non-pregnant. When labour followed operation there was 
as a rule no difficulty and the children in such cases 
were normal. Dr. Gibson said that pregnancy could not 
be considered as a factor in the causation of thyreo- 
toxicosis. In the thyreoid clinic at Philadelphia 44 
patients, or 3-2% of cases, were found among patients 
in whom thyreotoxicosis began during pregnancy. Twenty- 
one patients had toxic nodular goitre and 23 diffuse goitre. 
Dr. Gibson pointed out that thyreotoxicosis was often 
diagnosed in pregnancy when it was not present. The 
basal metabolic rate was raised towards the end of preg- 
nahcy and tremor was sometimes present. On the other 





hand, hyperemesis gravidarum could sometimes be due 
to undiagnosed thyreotoxicosis; treatment by Lugol’s 
solution often gave good results in this condition. 
Gardiner Hill had found that half of the pregnancies in 
+ gp terminated in abortion or in premature 
abour. 

Dr. Joun' Srorey thanked the readers of the papers and 
commented on Dr. Holmes a Court’s optimism when he 
said that the risk of operation in this disease was 
negligible. Dr. Storey thought that the risk was very 
grave indeed. If he himself developed a goitre he would 
be uncertain about undergoing operation even at the hands 
of Dr. Bell. There was a tremendous risk. 

Dr. Storey felt with Dr. Hansman that they were 
dealing with something that they did not know much 
about. He suggested that the Council of the New South 
Wales Branch should start a registry of all thyreotoxic 
goitre cases; operation should be undertaken in no case 
that was not registered. Then in the course of time a 
committee could decide what was really the best treatment. 

If most people could be cured by radiotherapy, then the 
surgeon had no right to interfere. On the other hand, if 
operation was the best treatment, the surgeon and the 
patient must be prepared to take the risk if necessary. 

Dr. Storey was glad to hear that Dr. Bell had had no 
experience of ligation of the superior thyreoid artery in 
these cases. Dr. Storey thought that this procedure was 
sheer nonsense. It might slightly lessen the blood supply 
for five minutes, but no more. It was illogical and should 
be abandoned. 

Dr. Storey had been interested to hear the obstetricians 
speak. He mentioned one woman whom he had seen at 
the Royal Prince Alfred Hospital, a diabetic, four and a 
half months pregnant. It had been suggested that opera- 
tion should be performed, but Dr. Storey had thought 
that operation would be fatal. The woman had died. 


Dr. R. Scor Skirvine quoted the late Charles Darwin as 
having said that he greatly enjoyed reading literature 
which he did not understand. Dr. Scot Skirving said 
that he also took a childish joy in reading books that he 
did not understand; but he found no joy in listening to 
papers that he did. not understand. Happily, he could 
not say that in regard to the two papers presented that 
evening. Everyone must have benefited by listening to 
them. The object of such papers was to try to make 
them better and more competent doctors, and Dr. Scot 
Skirving felt sure that these papers had done so. 

Dr. Scot Skirving admitted that he should have liked 
Dr. Holmes a Court to spread himself more on the real 
meaning and causation of exophthalmic goitre; he had 
left the meeting perhaps a littie unsatisfied. And they 
perhaps might become even more unsatisfied when they 
pondered on Dr. Hansman’s bombshell. As an able and 
learned Irishman, but whose knowledge of Latin was not 
profound, had said: “It’s all very well to talk about these 
diseases, but I want to know what the fons et origo Molloy 
is.” Dr. Skirving said that he also wished to know what 
was the fons et origo Molloy of exophthalmic goitre. 
Others had sought in vain. Others besides Dr. Hansman 
had thought of causes apart from hyperthyreoidism per se. 
Sir Arbuthnot Lane once told Dr. Scot Skirving that it 
was bad pathology and bad surgery to operate on the 
thyreoid gland, that it was not the thyreoid gland at all, 
but the large intestine, that they should ablate. Dr. 
Hansman, in searching for something else had got hold 
of the parathyreoid; -perhaps he was right. 

It was just a year short of a century since Graves had 
published his paper on exophthalmic goitre, and today 
they did not know much more than he had known. 
Gowers, forty years ago, had published a splendid account 
of Graves’s disease. He referred to exophthalmic goitre 
as a “mysterious disease”, and so it was. He laid stress 
on certain common causes, such as emotional strain and 
shock. Dr. Hansman had said that the disease was rare 
in returned soldiers; but Dr. Scot Skirving pointed out 
that it was not really very common in any section of the 
community, but it was certainly not unknown among 
returned sdidiers. Dr. Scot Skirving said that even in 
his now small and greatly curtailed clientele he had seen 
several cases. Another case had taught him a lesson. 
A good-looking girl, in fact a smart piece, had fallen 





ef Oe rhe rH oe 


® ea vm wm 


crm 


at Ce ep era dome a 





Aveust 4, 1934. 


THE MEDICAL JOURNAL OF AUSTRALIA. 167 





between a ferry boat and the wharf, and within ten days 
developed symptoms of hyperthyreoidism. Dr. Scot 
Skirving sent her to a private hospital, where her eyes 
popped out, and she raced to destruction. He saw her one 
Saturday, when she was apparently in articulo mortis, 
but, returning on the Monday, he fotind her 20% better. 
This surely was a clear case in which shock had been 
the cause. 

Focal sepsis was rather a delicate and provocative 
subject. He did not know whether it caused exophthalmic 
goitre, though it was a possibility. But it had certainly 
caused the existence in their midst of a great number of 
edentulous mumblers! 

What Dr. Scot Skirving liked about the papers was that 
they were composed of real personal observations resulting 
from individual experience. He did not like the term 
“toxic adenoma”; it was almost as bad as “renal 
diabetes”—they were both unsatisfactory. He was glad 
that Dr. Holmes a Court had shown exactly how and 
when to use iodine and when not to use it. 

As to radiation, he supposed that it caused some 
fibrosis; and many surgeons said that it was more difficult 
to operate after irradiation. 

Coming back to the question of focal sepsis, Dr. Scot 
Skirving noted that Dr. Bell was evidently against clearing 
up the mouth or tonsils prior to operation, regarding it 
as dangerous. There were so many men who thought like- 
wise that there must be something in it. But as to the 
instance of the man with varicose veins, who had them 
injected before thyreoidectomy, he was a fool and, Dr. 
Scot Skirving feared, deserved all he got. Still, when a 
person’s mouth was no mere village churchyard, but a 
veritable necropolis, was he to be left in this condition 
when a capital operation was about to be performed on 
him? Dr. Scot Skirving would like to see such mouths in 
better condition first. Surely something could be done; 
not necessarily such a severe operation as tonsillectomy, 
but by punchings, electricity and so forth. He remained 
unconvinced, and thought that the mouth should be fairly 
cleaned up before operation. Anything would be better 
than to allow the patient to go on the operating table 
with his mouth in such a foul condition. | 

Dr. Scot Skirving then referred to anzsthesia. He said 
that Dr. Bell’s technique seemed to be so good that if 
he himself had a toxic goitre he thought he would go to 
Dr. Bell. But, perhaps because he was so completely 
Victorian, he half disliked the idea of local anesthesia 
in big operations. It seemed almost indecent to grope 
in people’s innards and outards while they were still 
conscious. 

Gentleness was of paramount importance in operating 
on this condition; they should practise caressing the 
tissues rather than tearing them. 

When death occurred twenty-four hours after operation, 
he thought that it might sometimes be the result of 


rough technique and a squeezing out of toxic secretions . 


into the wound, and resorption, causing a thyreotoxic 
crisis. In spite of contrary opinions, he said that he 
must admit to holding this view still. 

In regard to prognosis, Dr. Scot Skirving quoted Gowers’s 
view that 25% of patients became well themselves, 25% 
raced to destruction, and 50% hung in the balance. This 
had been the accepted view until the publication of 
Kocher’s paper. Since then, and with the use of Lugol’s 
solution et cetera, the prognosis had probably improved. 
But, looking over the long story and after-history of 
thyreotoxicosis, Dr. Scot Skirving questioned whether 
any of the patients ever became perfectly and absolutely 
well people. Clinically they might be all right; but were 
they the same as they were before their illness? He had 
perhaps never seen any sufferers from exophthalmic goitre 
who had become perfectly normal. 


Dr. H. R. Sear congratulated the authors of the papers 
and wished to criticize two or three remarks. He agreed 
with Dr. Nisbet that the more acute the case, the better 
the results with radiation. The catch in regard to Dr. 
Holmes a Court’s paper was what constituted a suitably 
selected case, as it might be difficult to determine what 
was a suitable case. Dr. Sear said that the presence of 
softness or hardness.in the tumour did not always deter- 
mine the suitability for irradiation. He quoted a case in 





“which there had been an acute thyreoid lesion in which 


a hard tumour had developed rapidly (Riedl’s struma) ; 
yet after a couple of exposures to X rays it had been 
cured. It was not always a question of hardness. Dr. 
Sear mentioned another case of a similar tumour tem- 
porarily cured by a Chinese herbalist. It could not be 
said that the selection of cases was easy. In Dr. Bell’s 
paper, with his exceptionally low mortality rate, the 
immediate results were good. Yet, looking closely at Dr. 
Bell’s cases, it was seen that out of eighteen patients five 
still had a pulse rate of 108 or more; three out of seventeen 
showed no increase in weight at all. This was not satis- 
factory, and the ultimate results were not so good as the 
immediate results. 

Dr. Sear spoke of the occurrence of myxedema and 
referred to one or two cases in which he had known 
women to put on weight fast and to develop myxedema 
while still exhibiting signs of thyreotoxicosis. 

Dr. Sear, in conclusion, said that in his experience the 
patients who went to the surgeon because of failure to 
get results from radiation were less numerous than those 
referred to him for irradiation on whom operation had 
been performed and in whom recurrence had taken place. 


Dr. ARCHIE ASPINALL said that no completely satis- 
factory treatment was at present known for thyreo- 
toxicosis, but that early operative treatment gave the best 
results. If this were so, then patients should be sent for 
operation early. The patients seen in public hospitals 
were nearly always in a later stage of the disease than 
was desirable, often at a very late stage. Close coopera- 
tion between the physician and the surgeon was essential. 
Of recent years Dr. Leslie Dunlop and himself, working 
together at the Sydney Hospital, had secured good results 
in very bad cases, but with much anxiety. Often the 
patient, after operation, was sent back to the medical 
ward, the medical after-treatment being in the hands of 
Dr. Dunlop. During the twelve-year period that Dr. Bell 
had analysed the results of operations on toxic goitres 
at Sydney Hospital, Dr. Aspinall had three deaths in 
forty-five cases. 

As to anesthesia, it seemed that local anesthesia was 
the best; but they had not yet reached the optimum stage 
in this respect. Dr. Aspinall did not like “Amytal”. He 
himself had mostly employed general anesthesia by the 
intranasal route, never ether given intratracheally, but 
had used local anesthesia, as advocated by Dr. Bell, if 
he considered it more suitable for the particular case. He 
generally gave a preliminary injection of one-sixth of a 
grain of morphine and then ether; the ether was given 
so that the patient was only very lightly anesthetized 
once the skin incision had been made. 

Dr. Aspinall thought that they should come to some 
definite conclusion on the subject under discussion. At 
present, surgical operation, X ray treatment, or both, 
appeared to hold out the best chance for the patient, who 
should be given the advantage of such treatment at an 
early stage. 


Dr. Eva SHipTton was surprised that neither physicians 
nor surgeons had mentioned the blood count in this 
condition. From observations of the blood count it would 
appear that there was some relationship between thyreo- 
toxicosis and pernicious anemia (idiopathic). Dr. Shipton 
often felt that she would like to do a blood count on 
patients who were sent to her for basal metabolic rate 
determination. Many patients with thyreotoxicosis also 
had a disturbance of gastric function. The cause of this 
was unknown. It would be interesting to know whether 
patients who did not respond to treatment had a common 
feature in their blood. 


Dr. A. J. Cortins expressed his appreciation of the two 
papers. He did not wish to add anything to them, except 
to say that in his own practice he had come more and 
more to appreciate the work of the X ray therapist in 
early Graves’s disease. When the goitre was smooth and 
not nodular, then X ray treatment was almost invariably 
successful. Dr. Collins had in the last few years referred 
cases to the surgeon only when the patient desired it. 
He let the patient have some say. Some patients preferred 
to have the condition treated quickly, for economic and 
other reasons; these he referred to the surgeon. But 
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otherwise Dr. Collins thought X ray treatment to be 
the most satisfactory. 

Dr. Bell, in reply, thanked the members who had taken 
part in the discussion. In regard to Dr. Nisbet’s reference 
to fibrosis, Dr. Bell said that he had not had much trouble 
with this condition. The case mentioned in his paper was 
not the one to which Dr. Sear referred; but Dr. Bell 
remembered a thirteen-year-old girl to whom ten exposures 
of X rays had been given by Dr. Sear. She had later 
been operated upon with gas and oxygen anesthesia, 
and the case surgically had presented no difficulty. Dr. 
Bell thought that the treatment carried out by Dr. Sear 
did not cause any appreciable fibrosis, but rather hyper- 
involution. 

Dr. Bell was also glad to learn that Dr. Nisbet agreed 
with him as to the importance of rest. In prolonged 
treatment, if the patient walked about, there was danger 
of cardiac damage. Newton, of Melbourne, mentioned that 
when there was a recurrence of symptoms after operation, 
then X ray treatment should be tried. 

What Dr. Ridler and Dr. Gibson had said in regard 
to pregnancy would be interesting to the general prac- 
titioner who might be consulted by a patient in whom 
pregnancy was complicated by toxic goitre. 

Dr. Bell had been interested in Dr. Hansman’s contribu- 
tion to the discussion; he had previously discussed the 
question with Dr. Hansman. He agreed that the con- 
dition did not seem common ip returned soldiers. Dr. 
Bell was also interested in Dr. Hansman’s suggestion of 
the cause of death in toxic goitre and hoped to hear more 
from him on the subject in the future. 

Dr. Bell was glad to hear Dr. Storey say that there was 
a risk in operating on thyreotoxic goitre. He never 
approached a case without anxiety. Moreover, he agreed 
with Dr. Storey in his statement concerning ligation of 
the superior thyreoid artery. 

As to focal sepsis, men with more experience than he 
had had were against interference with focal sepsis before 
operating on the thyreoid. This point was stressed by 
Newton and Turnbull, of Melbourne, and also by Gordon 
Bell, of Dunedin. They thought it better to operate on 
the thyreoid first. Dr. Bell himself thought that when 
the condition of the mouth was as bad as that described 
by Dr. Scot Skirving, he would probably extract a few 
teeth before operating. 

Those who had not had the privilege of being lectured 
to by Dr. Scot Skirving in clinical medicine would now 
realize what they had missed. 

Dr. Bell was glad to hear both Dr. Sear and Dr. Nisbet 
say that the acute cases did best with X rays. Some of 
the very acute cases were impossible surgical risks; it 
was interesting to learn that they were the ones most 
suitable for X ray treatment. Dr. Sear had criticized his 
results, and Dr. Bell wished to point out that they had 
been gleaned from answers given by patients to 
questionnaires and were therefore not perfectly accurate. 
Still, they were as near to the truth as he could get them. 
The pulse rates, for instance, had been taken by the 
patients themselves in most instances. 

In reply to Dr. Aspinall, Dr. Bell said that he did not 
think that while they were dealing with patients of the 
type they at present saw in the hospitals, they could get 
perfect results. He mentioned a patient who had been 
taking iodine drops for eighteen months before coming 
to hospital; if such patients were turned away without 
operation, surgical statistics would probably be improved. 

In regard to the case of myxedema referred to by Dr. 
Sear, Dr. Bell did not think that Dr. Sear had given the 
patient any serious disability. It was better for the 
patient to have myxedema, which could be controlled 
with thyreoid extract, than a damaged myocardium. 

In reply to Dr. Shipton, Dr. Bell said that he had not 
gone into the question of the blood count in toxic goitre. 


A MEETING OF THE VICTORIAN BRANCH OF THE BRITISH 
MEDICAL AssocIATION was held at the Melbourne Hospital 
on May 16, 1934. The meeting took the form of a series 
of clinical demonstrations by members of the honorary 
staff. The first part of this report appeared in the issue 
of July 14, 1934. 





Syphilitic Aortitis. 


Dr. IvAN MAXWELL showed a man, aged fifty-three years, 
who was a blacksmith by occupation. For twelve months 
he had been slightly dyspneic, but during the last four 
months the shortness of breath had become very much 
more pronounced and was accompanied by severe pre- 
cordiai pain on the slightest exertion. The pain radiated 
into the left arm and across the lower portion of the 
sternum. He was unable to follow his occupation owing 
to the severity of his symptoms. 

In early life he had had measles, mumps and scarlet 
fever and, some eighteen years ago, malaria. For many 
years he had been a heavy drinker, but recently was very 
abstemious. There was no history of rheumatic fever 
or chorea. ‘ 

Physical examination showed the apex beat of the heart 
to be in the sixth intercostal space, 15-0 centimetres (six 
inches) from the mid-line. There was one finger’s breadth 
of right cardiac dullness. A systolic thrill was present 
over the second right costal cartilage close to the sternum. 
Auscultation revealed systolic and diastolic bruits at the 
aortic area, the diastolic bruit being propagated to the 
left of the sternum, where it had its maximum intensity. 
The systolic blood pressure was 150 millimetres and the 
diastolic pressure 60, millimetres of mercury. Capillary 
pulsation was present and a marked Corrigan pulse. The 
Wassermann test gave a strongly positive reaction, 40 
minimum hemolytic doses of complement being fixed. 

X ray examination of the chest showed the posterior 
mediastinum to be clear, moderate widening of the aortic 
shadow was seen, and there was a considerable amount of 
hypertrophy of the left ventricle. An electrocardiogram 
revealed the typical characteristics associated with pre- 
ponderance of the left ventricle and inversion of the 
T wave in Lead I. 

The condition was diagnosed as syphilitic aortitis with 
aortic stenosis and regurgitation, and the patient was 
treated accordingly. A mixture containing potassium 
iodide, 1-0 gramme (fifteen grains), and liquor hydrargyri 
perchloridi, 40 cubic centimetres (one drachm), was 
administered thrice per day, and tincture of digitalis was 
given separately three times a day in doses of 1-0 cubic 
centimetre (fifteen minims). 

After one month intravenous injections of “Novarseno- 
billon” were initiated and given every week, commencing 
with 0-15 gramme. These measures were combined with 
complete rest. 

There was now a definite improvement in the patient’s 
condition. He was free from pain and had only very 
slight dyspnea on walking. Dr. Maxwell said that it 
was perhaps wise to emphasize that organic arsenical 
preparations should be administered with great caution, 
and at first in small doses, in cases of syphilitic aortitis 
involving the aortic valves and the entrance to the 
coronary vessels. 


Silicosis and Carcinoma of the Lung. 


The second patient presented by Dr. Maxwell was a 
male, aged fifty-nine years, who stated that he had spent 
ten years of his early life working in a gold mine engaged 
in drilling. Some six years ago he first noticed loss of 
strength and weight, but this was very gradual in develop- 
ment, and it was not till four years later that he developed 
dyspnea on exertion, cough with a little sputum, and more 
pronounced weakness. Within the last two months the 
symptoms had been more severe and he had coughed up 
dark red-brown material. His total loss of weight in six 
years was 22-5 kilograms (fifty pounds). On physical 
examination the outstanding feature was an intensely dull 
area to percussion extending from the level of the second 
to the fourth costal cartilage and immediately to the 
right of the sternum. In this area the breath sounds were 
very markedly diminished (in fact, almost absent); else- 
where in the lungs there was a varying degree of impair- 
ment percussion note interspersed with areas of increased 
resonance. The adventitia consisted of scattered rdles 
and rhonchi, heard chiefly posteriorly. 

X ray examination of the chest indicated the third stage 
of silicosis with a large density occupying the base of the 
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right apical lobe. Lipiodol injection showed normal filling 
of the right lower lobe and apical portion of the upper 
lobe with no entry of the lipiodol into the dense area at 
the base of the apical lobe. The Wassermann test gave no 
reaction and the Casoni hydatid test also failed to yield 
a reaction. No tubercle bacilli were found in the sputum. 
Bronchoscopy was performed by Dr. G. C. Scantlebury and 
he reported that the mouth of the right lobe was in a 
patulous state and looked like the edge of an ulcer. A 
small portion was removed for biopsy, and the report of 
Dr. C. H. Mollison was to the effect that the surface 
epithelium was thickened with some down growth, sus- 
picious but not definite of carcinoma. A fractional test 
meal showed no free hydrochloric acid, and a blood exam- 
ination revealed 74% of hemoglobin, 4,200,000 red blood 
cells per cubic millimetre, 11,300 white blood cells per 
cubic millimetre, and a colour index ef 0°87. No morpho- 
logical abnormalities were noted in the red cells or 
platelets. The differential white count was practically 
normal. During the course of these investigations the 
patient was given a mixture containing potassium iodide 
and creosote. 

In reviewing the evidence it was certain that the patient 
was suffering from advanced silicosis, and the cause of 
the dense area situated at the base of the right upper 
lobe was probably a carcinoma of the lung. 


Removal of the Fractured Head of the Radius. 


Dr. CHartes LITTLEJOHN showed a series of seven 
patients to illustrate the results of removal of the frac- 
tured head of the radius. Pure crack fractures were not 
operated upon, but wherever the head showed any mush- 
rooming, or if there was any displacement of the frag- 
ments, the head was completely excised. The stump of 
the neck was smoothed off, any ragged remains of the 
orbicular ligament were removed, the ‘wound was loosely 
sutured, and the elbow was put up in flexion. The 
optimum time for operation was when local reaction in the 
joint had settled down—usually about a week after the 
accident—although local abrasions or _ threatening 
ischemic paralysis might cause further delay. The latter 
condition was treated by incision of. the deep fascia of 
the forearm. After operation active movements were 
commenced again as soon as the local reaction had sub- 
sided, which was generally in from three to seven days. 
Movements commenced too early were apt to cause 
irritation of the joint and delay in regaining full 
movement. 

In five uncomplicated cases operated upon during the 
past six months the results were excellent, although the 
regaining of full extension and full supination usually 
took some months. 

One patient whose injury was complicated by fracture 
of the olecranon and incipient ischemic paralysis, operated 
upon four months ago, was only now regaining free 
movement. A second patient, whose injury was com- 
plicated by much periarticular damage, probably due to 
dislocation, developed calcification in the collateral liga- 
ments of the elbow joint. Although ten days were allowed 
to elapse before operation, this was possibly too short a 
period. When it was noticed that movement was becoming 
less instead of more free, the elbow was immobilized in 
plaster for four months, and at the time of demonstration, 
eight months after operation, it was rapidly regaining 
full movement. 


Spondylolisthesis. 


Dr. Littlejohn’s next case was one of spondylolisthesis 
treated by the insertion of a graft cut from the ilium into 
the spinous processes of the third, fourth and fifth lumbar 
vertebre and the dorsum of the sacrum. In the X ray 
film the fifth lumbar vertebra showed a forward slip on 
the sacrum of 15-0 millimetres (three-fifths of an inch), 
and the solution of continuity between the articular pro- 
cesses (cranial and caudal) could be clearly seen. This 
patient had been completely incapacitated and unable to 
walk for at least two years. She was now walking well 
without pain, and could touch her toes with her knees 
straight. 





Fracture of the Neck of the Femur. 


Dr. Littlejohn also showed a further series demon- 
strating the results of the open operation for the insertion 
of the Smith-Petersen nail in fractures of the neck of 
the femur. The advantages of the open operation over the 
closed or blind methods of insertion were obvious. In 
particular the open method allowed of the rectification of 
the position of the head itself, over which manipulation 
of the shaft of the femur had no control. But the opera- 
tion involved the division of the capsule of the joint in 
its most important part, and in muscular subjects the two 
heads of the rectus femoris were troublesome obstacles 
and might even require division. An alternative approach 
had been devised, but later it was found to have been 
described in a recent number of the Journal of Bone and 
Joint Surgery. A vertical incision was made over the 
greater trochanter, the aponeurosis was split, and the 
trochanter was divided in the line of the neck with chisel 
or Gigli saw. The trochanter, with its attached muscles, 
was turned up, exposing the capsule of the joint in its 
most cranial part. The capsule here was not important 
and contributed little to the stability of the joint; more- 
over, there were no muscular attachments to give trouble 
either at the operation or in the after-treatment. A 
stout bone hook was inserted into the cut surface of 
the femur and the bone was dragged forcibly in a lateral 
direction. This distracted the fracture, and the head could 
be carefully rotated into position as shown by the actual 
imbrication of the fractured surfaces as the distal frag- 
ment was allowed to glide back into position. The 
fragments were lightly impacted and the Smith-Petersen 
nail was then inserted in the usual manher under full 
visual control. The trochanter was fixed in position by 
means of a rustless steel nail and by suturing of the soft 
parts. The incision was well away from the flexure of 
the groin and healed much better than the anterior 
incision. 

A patient operated upon by this method twelve days 
previously was shown. The wound was soundly healed 
without induration or tension, and active movements had 
already been commenced. The X ray film showed the 
fragments in absolute apposition. 

A patient operated upon by the anterior approach six 
weeks before was walking moderately well and had good 
movement. He was a professional cyclist, aged forty-one 
years, and had enormous muscles, which made the 
exposure very difficult. Both heads of the rectus had 
required division, and this periarticular damage was 
delaying his complete recovery. 

A second patient, operated upon four weeks previously 
by the anterior approach, was walking perfectly and had 
full movement. He also was a cyclist, aged forty-six years, 
but his muscles were not quite so troublesome. It was the 
difficulties encountered in these two muscular and com- 
paratively young men that made some alternative method 
desirable. In the typical elderly female patient there 
was little difficulty in the anterior approach, but the skin 
was thin and there was frequently a considerable amount 
of serous effusion with consequent swelling and induration. 

Another patient, a feeble old woman, had sustained a 
severe pertrochanteric fracture, unimpacted, and it had 
been felt that any form of immobilization in bed would 
have been fatal. Under local anesthesia, assisted by 
paraldehyde narcosis, a short two-inch Smith-Petersen 
nail had been driven through the fragments by way of a 
small incision over the greater trochanter, and the old 
lady had been got out of bed. Her X ray film showed 
very good apposition and she was carrying out active 
movements. 


Plummer-Vinson Syndrome. 


Dr. Joun SHAaw showed two cases of Plummer-Vinson 
syndrome. The first patient, a woman, aged fifty-nine 
years, was seen in the out-patient department on February 
22, 1929, complaining of a feeling of obstruction in the 
throat for two months previously. She was able to take 
food, but only after thorough mastication and only in 
small amounts. She had no regurgitation, but always 
had a desire to do so. A tender palpable gland was 
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present in the anterior triangle on the right side; severe 
radiating pain in the substernal region was present. 

On examination with the mirror both pyriform fosse 
were clear, there was no evidence of any neoplasm. An 
@sophagoscopy was done seven days later under local 
anesthesia, but it was impossible to pass pharyngeal 
speculum or esophagoscope through the sphincter owing 
to the intensity of the substernal radiating pain which 
occurred. The patient was therefore deferred for exam- 
ination under general anesthesia. This was done ten 
days later and with extreme difficulty the ten-millimetre 
@sophagoscope was passed. No further difficulty was 
experienced until the cardiac orifice was reached, and 
again the same difficulty was met with, suggesting a 
definite cardiospasm. No evidence of any malignant con- 
dition could be seen. Dr. Clive Eadie, in whose clinic 
the patient was, examined the patient with Dr. Shaw. 
Subsequently, when the condition was found to be 
unchanged and the pain was increasing and, as the patient 
was rapidly losing weight, a gastrostomy was done and 
the pain was alleviated with morphine. The morphine 
was given under supervision for two years, as the pain 
continued; the patient, however, became an addict and 
was transferred to the medical out-patients’ department 
for treatment, and for eighteen months was completely 
lost sight of. 

The next patient was a woman, aged thirty-five years, 
who was referred from the medical out-patients’ depart- 
ment by Dr. Keith Fairley on November 29, 1933, with a 
diagnosis of hypochromic anemic with dysphagia, prob- 
ably Plummer-Vinson syndrome. An esophagoscopy was 
asked for to confirm this and to exclude malignant disease. 
The patient was grey-haired, old beyond her age, and in 
the throes of the climacteric. On cwsophagoscopy exactly 
the same difficulties were experienced as in the previous 
patient, and an identical condition was found, except that 
the substernal pain was absent. Remembering his experi- 
ence with the previous patient four years before, Dr. Shaw 
had the records searched and the patient was located. She 
had been weaned of her morphine early in 1933, and in 
July had been recognized by a physician for what she was, 
admitted as an in-patient and placed on full doses of iron 
with complete remission of all symptoms. The gastrostomy 
had promptly been closed. 

Dr. Shaw pointed out that the anemia was characterized 
by a low colour index; cells were smaller than normal; 
leucocytes were within normal limits; a palpable spleen 
was present in 30% of cases; an achlorhydria was found 
in 80% of cases. The condition was similar to the old 
chlorosis, now so rarely seen, and was sometimes known 
as the chlorosis of the menopause. 

The patients were shown in the hope that laryngologists, 
into whose hands such patients were apt to fall in the 
first instance, would recognize the condition promptly 
and not subject the patient to a series of fruitless 
investigations. For the general practitioner it was always 
a condition to be borne in mind, but if the response to 
iron was not prompt and immediate an jwsophagoscopy 
should always be done to exclude carcinoma, which, of 
course, was most common in the female in the upper third 
of the esophagus and which might give rise to a 
secondary anemia. 

Dr. Shaw suggested that the same anemic factor, only 
in a milder degree, might be the underlying cause in the 
cases one saw of globus hystericus, so-called. They nearly 
always occurred in females of uncertain age. Examination 
always, or nearly always, failed to reveal an abnormality 
and treatment was equally unsatisfactory, unless one gave 
a “tonic” which happened to be ferruginous. The result 
then was magical, but its significance had in the past been 
completely missed. 


Ophthalmic Conditions. 


Dre. Leonarp MitcHett, in conjunction with Dr. Z. 
Scuwartz and Dr. R. Srort, showed a number of fundi 
of general interest, illustrating papilledema, renal retinitis 
and changes in the retine associated with diabetes, a case 
of arterio-venous aneurysm of the orbit, and a most 
unusual case of chronic myelogenous leuchemia. In the 





last-mentioned case, instead of the usual retinal findings 
associated with this disease, there were extreme tortuosity 
of arteries and veins and a papilledema which reached 
six diopters, The papillkedema receded to four diopters 
within a month of the first exposure to X rays. 


Chronic Nasal Sinusitis. 


Pathological specimens showing chronic infection with 
the formation of polypi were shown, polypi being present 
in the maxillary antra, ethmoid cells and sphenoidal 
sinuses. Six patients showing varying stages in suppura- 
tion of the different nasal sinuses were also shown. The 
association of such sinus infection with general systemic 
infections was stressed. 


Ulitra-Violet Treatment of Tuberculous Laryngitis 
and Hay Fever. 


Dr. T. G. MittAr demonstrated a technique of treatment 
for tuberculous laryngitis by means of ultra-violet light 
irradiation locally. 

The patient’s larynx was anesthetized with cocaine and 
adrenaline solution as for any laryngeal procedure, and 
the light rays were projected on to the laryngeal lesion 
by means of a Kromayer lamp with a semicircular quartz 
glass rod attachment. Control of direction was obtained 
by means of a small post-nasal mirror held in the left 
hand of the operator, the tongue being held by the patient. 

Dr. Millar pointed out that this method held certain 
advantages over the indirect method, whereby rays were 
reflected on to the larynx from a mirror held at the back 
of the pharynx, the main advantage being that the exact 
area of the lesion could be irradiated. 

Dr. Millar then demonstrated a patient who, in 
September, 1933, had had tuberculous ulceration of the 
whole of one vocal cord. This was treated with ultra- 
violet rays locally for three months. At the end of 
December, 1933, the lesion was healed, and present 
examination revealed the area healed over by scar tissue. 

The case history of a second patient was demonstrated. 
In this patient there was a much more extensive lesion 
involving both vocal cords, and the whole interarytenoid 
space. This lesion healed after ten months’ treatment with 
ultra-violet light. Dr. Millar explained that it was essential 
that the pulmonary lesion should not be a progressive 
one, and that, except in institutions, the treatment should 
be limited to ambuiatory patients. 

Dr. Millar’s third patient had had hay fever for three 
springs, from October to February, with sneezing, rhinor- 
rhea, and intense itching of the nose, eyes and palate. 
Intranasal application of ultra-violet light was com- 
menced on October 27 and continued twice weekly for 
two weeks, and then once weekly until December 9. Hay 
fever ceased after the second treatment and did not recur. 


Calculi in the Urinary Tract. 


Dr. J. THomson Tait showed a series of cases illus- 
trating the effects of calculi impacted in various parts of 
the urinary tract, with the results of operative treatment 
in each case. 

The first patient was a boy, aged fifteen years, who for 
some months before coming under observation in October, 
1933, had suffered from pyuria and frequency of 
micturition. He had recently passed a urethral calculus. 
The X ray film demonstrated a very large calculus, 
rounded, laminated and nucleated, which almost filled the 
vesical area, and two facetted calculi in the region of the 
left renal pelvis. An intravenous pyelogram was done 
and revealed a gross dilatation of the renal pelvis, calyces 
and ureter on the right side, while no shadow of the dye 
was shown in the left kidney in one and three-quarter 
hours after injection. Estimation of total renal function 
gave the following figures: blood urea, 36 milligrammes 
per 100 eubic centimetres, and a urea concentration up to 
1-25%. 

The large stone was first removed from the bladder by 
a suprapubie incision, and eight weeks later the two 
smaller stones were removed from the left kidney, which 
was found to be small and fibrotic, the calculi occupying 
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system. A recent pyelogram of this kidney, taken five 
months after operation, was then shown, in which the 
pelvis was seen to be very small and the calyces 
rudimentary. 

In the subsequent discussion it was suggested that a 
further pyelogram be taken on the right side and the 
differential function of the kidneys be estimated by the 
indigo-carmine test. 

The second patient, a man aged thirty-one years, had 
alse been referred to the urological clinic with pyuria. 
X ray examination revealed a shadow low down in the 
right renal area, and a pyelogram demonstrated that this 
was contained within the outline of an enlarged lower 
calyx of the right kidney. The function of each kidney 
was normal and the urine gave a culture of Bacillus coli. 

At operation a stone was found to be impacted in the 
neck of the lower calyx of the right kidney, and it was 
removed by an incision through the kidney substance. 

Dr. Tait’s next patient was a man, aged forty-five years, 
who had suffered from several severe attacks of left renal 
colic. Cystoscopy was done and the dye test showed that 
while the function of the left kidney was normal, no dye 
appeared from the right side in thirty minutes. A pyelo- 
ureterogram was taken on each side and showed a normal 
outline with no calculus on the left, but a gross dilatation 
of the right renal pelvis with a stone lying at the pelvi- 
ureteral junction. Intravenous pyelograms were also 
shown which confirmed these findings in every particular. 
The left kidney excreted the dye in good density in 
normal time. A good shadow could still be seen in it 
fifty minutes after the injection. The dye appeared more 
slowly in the right kidney, where the shadow of a dense 
oval calculus was seen in the upper end of the ureter. 
In the final films a very large right hydronephrosis was 
seen with greatly dilated rounded calyces almost filling 
the kidney area. ; 

A right nephrectomy had been done and the specimen 
was demonstrated as a grossly dilated kidney with chronic 
inflammatory changes in its substance and a stone impacted 
in its pelvis. ° 

The fourth case was that of a caléulus impacted in the 
left ureter of a man, aged thirty-three years. The patient 
had complained of pain in the left kidney region for some 
weeks and had had one attack of renal colic with radiation 
to the left testicle. The X ray film showed a shadow in 
the line of the left ureter, and an opaque ureteral catheter 
which had been passed up to this point was seen to be 
almost touching the shadow. A pyelo-ureterogram, obtained 
by injection through this catheter, was shown and it 
demonstrated that the shadow was within the ureteral 
lumen and that a moderate degree of hydronephrosis was 
present above that level. The urine from this kidney 
was uninfected, but the dye test showed that the renal 
function was much impaired, as no blue could be detected 
from this side in twenty minutes after injection. 

By operating through a left paramedian incision with 
displacement of the rectus medially and an extraperitoneal 
exposure of the ureter the stone had been removed in 
February, 1934. 

Further X ray films, taken three months later, were 
shown to demonstrate the amount of recovery that had 
taken place in the kidney. A retrograde pyelogram showed 
a normal outline with no evidence of hydronephrosis or 
dilatation of the ureter, and on a second film, taken 
seven minutes after the pelvis had been filled, there was 
almost complete emptying of both pelvis and calyces. The 
dye test done at this stage showed that recovery of 
function had occurred to the extent of producing a full 
blue colour in six minutes after injection. 


Demonstration of Skiagrams. 


Dr. Howarp F. Praacst showed a series of X ray films, 
amongst them being samples of renal tuberculosis and 
carcinoma, hydronephrosis and polycystic kidney, demon- 
strated by intravenous and retrograde pyelography; spinal 
tumours with extent of involvement shown by descending 
and ascending lipiodol; pathological conditions of the 
colon with opaque meal and enema; and various types 
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of bone lesions, including a case of spina bifida with 
associated spondylolisthesis, 

One case of special medico-legal interest was that of a 
woman, aged twenty-four years, who was referred to the 
hospital with the clinical and radiological diagnosis of 
fractured patella, the result of a motor accident twelve 
days previously. X ray examination showed a line of 
cleavage through the lateral third of the patella, the 
edges being smooth and the appearances unlike those of 
a recent fracture. The congenital anomaly of patella 
bipartita was suspected and X ray films of the opposite 
knee revealed the condition of patella multipartita. 


Epithelioma of the Lower Lip. 


Dr. Kaye Scorr showed three cases of epithelioma of the 
lower lip, two being cases of involvement of the whole 
of the lower lip, without glandular involvement, the 
patients being at the present time without recurrence 
following the burying of radium needles in 1930. The 
third patient had reported in March, 1930, with an 
epithelioma of the angle of the mouth, with infiltration 
of the cheek and spread to the submaxillary and deep 
cervical glandular groups, causing a large mass. Radium 
needles were buried in the lip (two two-milligramme and 
six one-milligramme unit strength, filter of 0-5 millimetre 
of platinum, for seven days) and the involved glandular 
area was uniformly irradiated with radium emanation 
needles (two eight-centimetre, four six-centimetre, and 
four four-centimetre needles, at two millicuries per centi- 
metre initial strength, for seven days). At the time of 
presentation the patient was quite free from recurrence, 
the irradiated areas being typically scarred. 


Epithelioma of the Tonsil. 


Two cases of epithelioma of the tonsil were shown by 
Dr. Kaye Scott, both patients being free from recurrence. 
One, upon reporting in 1929, was found to have a massive 
neoplasm of the tonsil occluding the whole of the left 
half of the aditus of the pharynx. A section revealed 
extremely anaplastic epithelial cells approaching the round- 
celled type. Following the implantation of radium needles 
a necrotic ulcer, which discharged spicules of bone, formed 
and finally epithelialized. 


Epithelioma of the Tongue. 


Two patients with epithelioma of the tongue were shown 
to be free from growth at the present time, one having 
reported in 1929 and the other in 1931. 


Carcinoma of the Maxillary Antrum. 


Three cases were shown to demonstrate the response 
of carcinomata of the maxillary antrum to the method of 
buried needles. One patient, treated in 1927, still remained 
well. Two recent cases were shown to illustrate the 
methods of treatment. One patient had presented himself 
in May, 1933, with a huge mass ballooning out the right 
maxilla in every direction and showing radiologicaliy 
destruction of large areas of the right maxilla and right 
zygoma. Four five-centimetre radium emanation needles 
were buried around the orbit, three six-centimetre needles 
were put into the body of the maxilla, two six-centimetre 
needles along the floor of the antrum, three eight- 
centimetre needles into the lateral part of the mass from 
the cheek and, finally, one six-centimetre needle was 
inserted behind the mandible into the pterygo-palatine 
fossa. The mass entirely disappeared, with no symptoms, 
and an X ray picture showed bony regeneration of the 
antral walls. 


Carcinoma of the Prostate. 


Two patients with carcinoma of the prostate, both of 
whom had reported for examination three years before, 
were shown, They were treated with deep X ray therapy, 
and at the time of presentation showed practically com- 
plete disappearance of urinary symptoms and increased 
density of the involved bony areas in the pelvis. Both 
patients were still ambulatory after three years. 


(To be continued.) 
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ANNUAL MEETING, MELBOURNE, 1935. 


Dr. J. P. Mason, the Local General Secretary of the 
annual meeting of the British Medical Association to be 
held in Melbourne in 1935, reports that steady progress is 
being made with the arrangements. 

Dr. G. C. ANperson, the Medical Secretary of the 
Association, has intimated that between 120 and 130 
members of the Association, including wives, have signified 
their intention of coming to Melbourne. There is every 
likelihood that this number will be considerably increased. 

The following officials of the Association will attend: 
The President, Dr. S. Watson Smith, of Bournemouth; 
the Chairman of Council; the Chairman of the Repre- 
sentative Body; the Treasurer of the Association; the 
Financial Secretary of the Association, Mr. L. Ferris Scott; 
the Medical Secretary, Dr. G. C. Anderson. 


Office-Bearers of Sections. 


The following is a list of the office-bearers so far 
appointed to the several sections. 


Section of Medicine. 

President: Lord Horder (Great Britain). 

Vice-Presidents: Dr. A. W. Holmes & Court (New South 
Wales), Professor C. G. Lambie (New South Wales), 
two vacancies. 

Honorary Secretaries: Dr. S. O. Cowen (Melbourne), Dr. 
J. G. Hayden (Melbourne), Mr. J. C. Matthews 
(Great Britain). 


Section of Surgery. 

President: Sir Thomas Dunhill (Great Britain). 

Vice-Presidents: Sir Henry Newland (South Australia), 
Sir Carrick H. Robertson (New Zealand), Mr. F. C. 
Pybus (Great Britain), Mr. Clifford Morson (Great 
Britain). 

Honorary Secretaries: Mr. A. E. Coates (Victoria), Mr. 
H. C. Trumble (Victoria), Mr. Lambert C. Rogers 
(Great Britain). 


Section of Radiology and Therapeutics. 
President: Dr. A. E. Barclay (Great Britain). 
Vice-Presidents: Dr. H. M. Moran (New South Wales), 
Dr. L. J. Clendinnen (Victoria), vacancies. 

Honorary Secretaries: Dr. F. G. Stephens (Victoria), 
Dr. A. J. G. Mackay (Victoria), Mr. B. W. Windeyer 
(Great Britain). 


Section of Obstetrics and Gynecology. 
President: Dr. J. S. Fairbairn (Great Britain). 
Vice-Presidents: Professor J. C. Windeyer (New South 

Wales), Professor R. Marshall Allan (Victoria), 
Dr. N. Mel. Falkiner (Great Britain), vacancy. 
Honorary Secretaries: Dr. Robert Fowler (Victoria), 

Dr. Roberta Donaldson (Victoria), vacancy. 


Section of Diseases of Children. 
President: Vacancy. 
Vice-Presidents: Dr. H. Douglas Stephens (Victoria), 
Dr. E. H. M. Stephen (New South Wales), vacancies. 
Honorary Secretaries: Dr. J. G. Whitaker (Victoria), 
Dr. Ian Jeffreys Wood (Victoria), vacancy. 


Section of Neurology and Psychological Medicine. 
President: Professor Edwin Bramwell (Great Britain). 
Vice-Presidents: Professor J. B. Lowson (Queensland), 
Dr. A. W. Campbell (New South Wales), Mr. Bernard 
Hart (Great Britain), vacancy. 

Honorary Secretaries: Dr. L. B. Cox (Victoria), Dr 
H. F. Maudsley (Victoria), vacancy. 


Section of Orthopedics. 
President: Dr. E. W. Hey Groves (Great Britain). 
Vice-Presidents: Dr. J. Renfrew White (New Zealand), 
Dr. L. O. Betts (South Australia), vacancies. 
Honorary Secretaries: Dr. Thos. King (Victoria), Dr. 
S. A. S. Malkin (Great Britain). 





Section of Dermatology. 
President: Dr. J. M. H. Macleod (Great Britain). 
Vice-Presidents: Dr. L. P. Johnston (New South Wales), 
Dr. Herman Lawrence (Victoria), vacancies. 
Honorary Secretaries: Dr. R. R. Wettenhall (Victoria), 
Dr. J. E. M. Wrigley (Great Britain). 


Section of Medical Sociology. 
President: Dr. E. K. Le Fleming (Great Britain). 
Vice-Presidents: Dr. D. G. Croll (Queensland), Professor 
J. A. Gunn (Victoria), vacancies. 
Honorary Secretaries: Dr. George Simpson (Victoria), 
vacancy. 


Section of Ophthalmology. 
President: Dr. A. J. Ballantyne (Great Britain). 
Vice-Presidents: Dr. J. Lockhart Gibson Se rergeoga! 
Dr. G. Antill Pockley (New South Wales), Dr. R. 
Foster Moore (Great Britain), vacancy. 
Honorary Secretaries: Dr. J. R. Anderson (Victoria), 
Dr. Max Yuille (Victoria), vacancy. 


Section of Oto-Rhino-Laryngology. 
President: Dr. F.'F..Muecke (Great Britain). 
Vice-Presidents: Dr. J. Stoddart Barr (Pasmania), Dr. 
W. N. Robertson (Queensland), Dr. L. G. Brown 
(Great Britain), vacancy. 
Honorary Secretaries: Dr. G. A. D. MacArthur (Vic- 
toria), Dr. J. H. Shaw (Victoria), vacancy. 


Section of Pathology and Bacteriology. 
President: Professor A. Murray Drennan (Great Britain). 
Vice-Presidents: Professor J. B. Cleland (South Aus- 
tralia), Dr. W. K. Inglis (New South Wales), 
vacancies. 

Honorary Secretaries: Dr. C. H. Kellaway (Victoria), 
Professor H. A. Woodruff (Victoria), vacancy. 


Section of Public Medicine et cetera. 
President: Sir Harry Gauvain (Great Britain). 


Vice-Presidents: Dr. C. E. Hercus (New Zealand), Dr. 
R. W. Cilento (Queensland), vacancies. 

Honorary Secretaries: Dr. H. M. James (Victoria), Dr. 
F. R. Kerr (Victoria), vacancy. 


Section of Pharmacology, Therapeutics and Anesthesia. 
President: Sir William Willcox (Great Britain). 


Vice-Presidents: Dr. G. R. Troup (Western Australia), 
Dr. L. A. Ivan Maxwell (Victoria), vacancies. 

Honorary Secretaries: Dr. G. A. Kaye (Victoria), Dr. 
B. L. Stanton (Victoria), vacancy. 


ttn, 
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Medical Practice. 





THE STERILIZATION OF CATGUT AND 
POST-OPERATIVE TETANUS.* 


Tue following letter has been received from the Medical 
Secretary of the New South Wales Branch of the British 
Medical Association. The Medical Secretary added to ‘his 
letter a copy of the relevant sections of the Therapeutic 
Substances Act of Great Britain and of the regulations 
under the Act. 


Sir: I am instructed by the Council of the New South 
Wales Branch of the British Medical Association to ask 
you to publish the following extract from a report by the 
Section of Surgery in regard to the preparation of catgut 
for surgical purposes. 

2 Reprints of this statement are being pre Pa Be 
be obtained from the Manager, Anstralasion | ae : a Hisning 


Company, Limited, Seamer Street, Glebe, New 
price one shilling, post paid, remittance to be sent eet ae 
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2. In the present state of our knowledge this Section 
believes that the undermentioned methods are safe. 


(a) The method suggested by W. Bulloch, L. H. Lampitt 
and Bushell in Medical Research Council 
Special Report Number 138, 1929: “The Preparation 
of Catgut for Surgical Use.” 

(b) The method of the Royal Infirmary, Edinburgh, pub- 
lished in the Edinburgh Medical Journal, April, 
1934, by E. R. Porteous, with introduction by T. J. 
Mackie (Professor of Bacteriology): “The Prepara- 
tion of Catgut for Surgical Use.” Descriptions of 
(a) and (b) are attached, together with modifica- 
tions of (a) at present in use at Royal Prince Alfred 
and Sydney Hospitals. 


3. It is essential that an adequate sample of each batch 
of prepared gut should be submitted to the bacteriological 
test prescribed by 4(a) at the hands of a competent 
bacteriologist. In the absence of such test surgeons should 
buy sterile gut certified under the English Therapeutic 
Substances Act. 

4. The attention of the Council should be drawn to: 

(a) Therapeutic Substances Act (Great Britain), 1925, 
and Catgut Regulations, 1930, with Schedule (pre- 
scribed test for sterility). 

(b) Medical Research Council Spétial Report, Number 
138, 1929: “The Preparation of Catgut for Surgical 
Use”, W. Bulloch, L. H. Lampitt and J. H. Bushell. 

(c) Melbourne Hospital Clinical Reports, Volume III, 
Number 1, June, 1932: “The Sterilisation of Catgut”, 
Eric L. Cooper, M.D., and F. E. Williams. 

(d) Edinburgh Medical Journal, New Series (fourth), 
Volume XLI, Number 4, April, 1934: “The Prepara- 
tion of Catgut for Surgical Use”, E. R. Porteous, 
with introduction by T. J. Mackie (Professor of 
Bacteriology). 


5. It has been proved by the work of Bulloch, Cooper 
and Williams, and others that spirituous biniodide is 
ineffective as a sterilizing agent. 

The details of the methods referred to above are as 
follows: 

(i) Method suggested by Bulloch, Lampitt and Bushell: 
Catgut is wound on reels. Place catgut for eight or 
nine days in iodine 1%, potassium iodide 2%, 
potassium iodate 0-25%, glycerol 10%, water to 
100%. Wash in alcohol 70%. Store in alcohol 70% 
with glycerol 5%. 

(ii) Royal Prince Alfred Hospital modification of the 
above method: Defatted gut is wound on perforated 
reels and then placed in iodine 1%, potassium iodide 
2%, potassium iodate 0-25% in sterile distilled water 
for eight to ten days. The reels are now placed 
on three successive days in 1 in 250 solution of 
biniodide of mercury in rectified spirit, using fresh 
solution each time. The samples of gut are now 
submitted to sterility test prescribed by Therapeutic 
Substances Act (Great Britain, 1925) Catgut Regu- 
lations, 1930. Store in 1 in 250 biniodide in 
rectified spirit. 

(iii) Sydney Hospital modification of method of Bulloch, 
Lampitt and Bushell: Wind catgut on perforated 
glass spools. Do not use open glass winders, as 
contraction of catgut will break this type. Catgut 
to remain for eight days in the following solution: 
Iodine crystals 1 part, potassium iodide 2 parts, 
potassium iodate } part, glycerine 5 parts, water 100 
parts. Catgut is then decolorized by being placed 
in the following solution for forty-eight (48) hours, 
to be changed three (3) times during that period: 
5% glycerine, 85% alcohol; then store catgut in 
rectified spirit. A sample from each lot of gut 
prepared is subjected to the sterility test. 

Note——The catgut tightens on the reel during 
iodization and should be rewound before use. 

(iv) Method of Royal Infirmary, Edinburgh: 

(A) Treatment in manufacture: (a) Immersion of 
ribbons of catgut (before spinning) for sixteen 
hours in 1% aqueous iodine solution. (bd) 
ee of spun strings for four days in 1% 
iodine. 





(B) Treatment of strings in hospital: (a@) Bacterio- 
logical test for the presence of sporing anaerobic 
bacilli. (b) Determination of tensile strength. 
(c) Cutting into suitable lengths, if necessary, 
and winding each length on a glass spool; 
spools should be perforated. (d) Immersion of 
spools for fourteen days in a jar containing the 
following solution: iodine 1%, potassium iodide 
2%, potassium iodate 0-25%, water to 100%. 
(e) Removal of iodine from catgut by pouring 
off iodine and “washing” the spools by two 
applications, for twenty-four hours each, of 85% 
alcohol. (f) Bacteriological test for complete 
sterility of a sample specimen from each jar 
prepared. (g) Transference of spools in suitable 
numbers to bottles for issue to operating 
theatres. The bottles contain as storing solu- 
tion either 0-1% iodine in toluol or, less com- 
monly, 0-1% iodine in 85% alcohol. 

Since it has been found that certain bacterial 
spores could survive in alcohol of the strength 
used, and since on one occasion such bacteria 
were detected in the stock of alcohol by bac- 
teriological culture, it is recognized that steri- 
lization of alcohol may require to be carried 
out if it appears to be the cause of contamina- 
tion after the treatment by iodine. Berkefeld 
filter candles (British make) have been found 
satisfactory for this sterilization. 


To the report the Council would add that the methods 
of preparation and the method of carrying out the test 
for sterility are difficult and should only be undertaken 
by competent persons. For this reason the Council hopes 
that some of the larger metropolitan hospitals will see 
their way clear to prepare supplies of surgical catgut for 
the use of hospitals and private practitioners. 


Yours, etc., 
J. G. Hunter, 
Medical Secretary. 


THERAPEUTIC SuBsTANCES Act, 1925. 
Therapeutic Substances to which Act Applies. 

Section 1. This Act applies to the therapeutic substances 
specified in the Schedule to this Act and any other thera- 
peutic substances which may from time to time be added 
to that Schedule by regulations made under this Act as 
being substances the purity or potency of which cannot 
be adequately tested by chemical means. 


Restrictions on Manufacture of Therapeutic Substances. 


2. (1) No person shall manufacture for sale any thera- 
peutic substance to which this Act applies unless he holds 
a licence for the purpose from the licensing authority, or 
elsewhere than on the premises in respect of which such 
a licence is in force. 

(3) An applicant for a licence or the renewal of a licence 
must satisfy the licensing authority that the conditions 
under which the therapeutic substances are to be manu- 
factured by him and the premises in which they are to 
be manufactured are such as to comply with any regula- 
tions made under this Act, and an applicant who so 
satisfies the licensing authority shall be entitled to the 
grant or renewal of the licence. 

(5) Nothing in this section shall apply to the prepara- 
tion by a registered medical practitioner for any of his 
own patients or for and at the request of another such 
practitioner of a therapeutic substance to which this Act 
applies, if it is specialy prepared with reference to this 
condition, and for the use, of an individual patient. 


Restrictions on Importation of Therapeutic Substances. 

3. (1) It shall not be lawful to import into Great Britain 
or Northern Ireland any therapeutic substance to which 
this Act applies unless the substance— 

(a) is proved to the satisfaction of the licensing 
authority to comply with the standard of strength, 
quality and purity prescribed in the case of that 
substance, if the substance is one the manufacture 
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of which is carried on, in Great Britain or Northern 
Ireland, or, if such manufacture is not so carried 
on, with such standards (if any) of strength, 
quality and purity, as may be prescribed for that 
substance or, if no such standards are so prescribed, 
with such standards of quality and purity as are 
prescribed in the case of therapeutic substances of 
a similar class, the manufacture of which is carried 
on in Great Britain or Northern Ireland, and is 
consigned to a person licensed by the licensing 
authority to import it. . 


ReeuLATions. Part 2. 


Licences for Manufacture of Therapeutic Substances. 
Conditions of Licence. 

6. (1) Every manufacturing licence shall be subject to 
the special conditions, if any, set out in the Schedule to 
these Regulations which relates to the therapeutic sub- 
stance in respect of which the licence is granted (in 
these Regulations referred to as “the relative Schedule”), 
and to the following general conditions: 


(a) The licensee shall provide and maintain an adequate 
staff and adequate premises and plant for the proper 
manufacture of the substance in respect of which 
the licence is issued; 

(c) The licensee shall keep.permanent records of the 
details of manufacture of each batch of the sub- 
stance which is issued for sale and of the application 
of the tests thereto in such form as to be available 
for inspection and to be easily identified by refer- 
ence to the number of the batch as shown on the 
label of each container; 

(d) The licensee shall allow any inspector authorised 
by the Licensing Authority in that behalf to enter, 
with or without prior notice, any premises where 
the manufacture is carried on and to inspect the 
premises and plant and the process of manufacture 
and the means employed for standardising and 
testing the substance and to take samples thereof; 

(e) The licensee shall from time to time report to the 

Licensing Authority any changes in the expert staff 
responsible for the manufacture or testing of the 
substance and any material alterations in the 
premises or plant used for that purpose which have 
been made since the date of the last inspection made 
on behalf of the Licensing Authority before the 
issue of the licence; 
The licensee shall from time to time on request 
furnish to the Licensing Authority from such batch 
of the substance as the Licensing Authority may 
specify a sample of such amount as the Authority 
may consider adequate for any examination required 
to be made. 


Part 3. 


Provisions with Regard to the Names of Therapeutic 
Substances and to Containers, Labels, etc. 
Labelling. 

9. (1) Every container of a therapeutic substance shall, 
unless the relative Schedule otherwise provides, bear a 
label on which is printed or written in indelible ink the 
following particulars and such further particulars, if any, 
as may be specified in the relative Schedule: 

(a) the proper name of the substance in letters not 
less conspicuous than those in which the proprietary 
name, if any, is printed or written, and following 
immediately after or under such proprietary name; 

(b) the name and address of the manufacturer; 

(c) The number of the licence under which the substance 
is manufactured; 

(d) a distinctive batch number, that is to say, the 
number by reference to which the prescribed tests 
and details of manufacture of the particular batch 
from which the substance in the container is taken 
are permanently recorded and available for 
inspection; 

(e) the date on which the manufacture of the said batch 
was completed, as hereinafter defined. 





(For Official Use.) 
Srarutory RvuLes anp Orpers, 1930, No. 26. 
Therapeutic Substances. 


The Therapeutic Substances (Catgut) Regulations, 1930, 
dated January 17, 1930, made by the joint Committee 
constituted under Section 4 (1) of the Therapeutic Swb- 
stances Act, 1925 (15 and 16 Geo. 5. c. 60). 

73270. 

The Joint Committee constituted under Subsection (1) 
of Section 4 of the Therapeutic Substances Act, 1925, in 
exercise of the powers conferred on them by Sections 1 and 
5 of the said Act after consultation with the Advisory 
Committee constituted under Subsection (2) of Section 4 
aforesaid hereby make the following Regulations: 

1. (1) These Regulations may be cited as the Therapeutic 
Substances (Catgut) Regulations, 1930, and shall be con- 
strued as one with the Therapeutic Substances Regulations, 
1927 (a) (in these Regulations referred to as “the principal 
Regulations”), and these Regulations and the principal 
Regulations may be cited as the Therapeutic Substances 
Regulations, 1927 and 1930. 

(2) These Regulations shall come into operation on 
the 1st day of March, 1930. 

2. Sterilised surgical catgut, that is to say, a ligature 
or other form of binding material prepared from gut or 
other animal tissue and offered or intended to be offered 
for sale as sterile and ready for use in surgical operations 
upon the human body, shall be added to the Schedule to the 
Therapeutic Substances Act, 1925, as being a substance 
the purity of which cannot be adequately tested by 
chemical means. 

3. (1) The provisions of Part II of the principal Regu- 
lations which relate to licences for manufacture other than 
sub-paragraphs (b) and (g) of paragraph (1) of Article 6 
png shall apply to the manufacture of sterilised surgical 
catgut. 

(2) Every licence for the manufacture of sterilised 
surgical catgut shall, in addition to being subject to the 
conditions set forth in Article 6 of the principal Regula- 
tions as applied by these Regulations, be subject to the 
further condition that the licensee shall comply with the 
provisions of these Regulations and with such further 
requirements, if any, as may be specified in any Regula- 
tions which may be made under the Act, and of which the 
Licensing Authority has given the licensee not less than 
one month’s notice. 

4. Sterilised surgical catgut shall not be sold or offered 
for sale unless it has been sealed in a previously sterilised 
container or packet in such manner as will in the opinion 
of the Licensing Authority suffice to preclude the access 
of bacteria. 

5. If any sterilised surgical catgut is advertised or sold 
as such, the name “Sterilised surgical catgut” shall appear 
on the label of the container or packet in the manner 
prescribed in Article 9 of the principal Regulations: 


Provided that— 

(i) it shall only be necessary to print or write on the 
label the particulars specified in sub-paragraphs 
(a), (b), (c), (ad), and (e) of paragraph (1) of 
Article 9 of the principal Regulations; and 

(ii) for the purpose of sub-paragraph (e) the date on 
which the test for sterility hereinafter prescribed 
in these Regulations was completed shall be 
treated as the date on which the manufacture of 
the batch of catgut was completed. 


6. Before any sterilised surgical catgut is sold or offered 
for sale the batch to which it belongs shall have been 
tested for the presence of living bacteria in the manner 
specified in the Schedule to these Regulations by the manu- 
facturer or by some institution approved by the Licensing 
Authority for the purpose on his behalf and none of the 
contents of the batch shall be sold or offered for sale 
unless the batch has passed the test. 

7. The provisions of Parts V and VI of the principal 
Regulations which relate respectively to therapeutic sub- 
stances manufactured for export only and to licences for 
the import of therapeutic substances shall apply to 
sterilised surgical catgut. 
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8. For the purpose of these Regulations a batch of catgut 
shall consist entirely of material collected under uniform 
conditions and simultaneously subjected or intended to be 
subjected to the same process or series of processes for 
rendering it sterile. 


9. Save as in these Regulations expressly provided, the 
provisions of the principal Regulations shall not apply to 
sterilised surgical catgut. 


ScHEDULE. 


Method of Carrying Out Test for Sterility. 


1. For the purposes of the test a sample of catgut shall 
be taken from each batch consisting of not less than 
1 per cent. of the whole quantity of material constituting 
the batch. The sample shall, when practicable, be the 
contents of at least one whole container or packet, and 
shall be drawn at random from the whole number of 
containers or packets constituting the batch. 


2. The sample shall be subjected to the following 
processes for testing its sterility: 


(a) The container or packet shall be opened and the 
sample removed with aseptic precautions. 


(b) After all the adherent fluid has been drained off as 
completely as possible, the sample shall be placed 
entire in a test tube at least 3-5 centimetres in 
diameter and 17-5 centimetres in length, and con- 
taining 50 mils of sterile distilled water. This tube 
shall then be closed by some method which will 
preclude the access of bacteria, and placed in an 
incubator at 37° C. for 24 hours. 


) After this incubation the sample shall be aseptically 
transferred to a similar tube containing a solution 
of 1 per cent. of sodium thiosulphate and 1 per cent. 
of crystallised sodium carbonate in distilled. water, 
the tube and solution having been previously 
sterilised in the autoclave. In this solution the 
sample shall again be incubated for 24 hours at 
87° C. 

(d) After the second incubation the sample shall be 
again removed aseptically and, without further 
washing, shall be examined for the presence of living 
bacteria and their spores. The sterility tests shall 
be carried out either— 


(i) by placing the sample in a tube at least 3-5 
centimetres in diameter and 17-5 centimetres in 
length containing not less than 50 mils of a 
culture medium prepared by dissolving 0-2 per 
cent. of prepared agar-agar in a nutrient bac- 
teriological broth,* the mixture being sterilised 
in the autoclave; or 


(ii) by the method prescribed in Articles 16 (1), 
(2), (3), and 17 (1) of the principal Regulations: 


Provided that, if a manufacturer satisfies the 
Licensing Authority that he has already in use 
tests for the presence of living aerobic or anaerobic 
bacteria, and that these tests, as applied by him, 
will detect the presence of such bacteria in the 
catgut as ready for issue with a certainty at least 
equal to that afforded by the application of the 
tests prescribed in the above-mentioned Articles, the 
Licensing Authority may approve the use of such 
tests in the place of the tests so prescribed; but, 
in that event, the Authority may at any time with- 
draw such approval and require the manufacturer 
to carry out the prescribed tests. 


(e) The tubes of culture medium containing the sample 
shall be incubated at 37° C. for 12 days, and 
examined daily for the growth of bacteria. 


(f) If no such growth is detected during this period, 
the batch from which the sample was drawn shall 
be treated as free from living bacteria and their 
spores, and as having passed the test. 





* Note.—The broth may preferably be made by the digestion 
- four} with trypsin (Douglas’s broth or Hartley’s modification 
thereof). 





These Regulations were made by the aforesaid Joint 
Committee this seventeenth day of January, in the year 
One thousand nine hundred and thirty. 

ARTHUR GREENWOOD, 
Wma. ADAMSON, 
R. Dawson BATEs, 
Members of the Joint Committee. 
P. BaRrer, 
Clerk to the Joint Committee. 


- 
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Dbituarp. 


OSWALD JOYNT. 


We are indebted to Dr. J. Catarinich for the following 
appreciation of the late Dr. Oswald Joynt. 


Oswald Joynt was born on October 14, 1885, and was 
educated at the Church of England Grammar School, 
Melbourne. At the early age of fourteen he had passed 
the qualifying examinations necessary for his medical 
course and carried off a scholarship as well. Entering the 
University at sixteen, he pursued a successful and uninter- 
rupted course, taking his degrees at twenty-one. Even at 
this time Joynt was of delicate constitution. 

After a period spent at the Ballarat Hospital, Joynt 
went into private practice and later joined the Depart- 
ment of Mental Hygiene. During the war he was engaged 
for two years on transport duty—his rather frail health 
precluded him from entering the firing line—and at the 
end of that period he was invalided. In 1922 he rejoined 
the Department of Mental Hygiene and was senior medical 
officer at Mont Park when his untimely death came. 

His death cast a gloom over the institution whose 
interests he had so well served. Joynt’s work was divided 
between the female section of the hospital and the military 
mental section, of which he had charge. No more popular 
officer ever laboured for the welfare of the mentally 
afflicted. He was beloved by all. It is difficult to put into 
cold print the affection he gained and the confidence he 
inspired in his patients. Eminently approachable, his tact, 
kindness and close attention to those who sought his 
services won a reward of admiration of which he made 
little. A more unassuming gentleman could not be met. 
He was my friend. As students at the Melbourne 
University, although contemporaries, our courses were 
somewhat divergent, but for the last five years Joynt had 
been my lieutenant in controlling the Mont Park Mental 
Hospital. I look back with gratitude to the help he so 
unselfishly gave, and treasure the memory of a friendship 
that deepened with the appreciation of the qualities with 
which he was so lavishly endowed. Joynt was incapable 
of saying a harsh word of anyone, he gave full praise 
where it was earned, he was charitable when he blamed. 
For years he fought uncomplainingly against pernicious 
anemia and its complications—he was practically dead 
on one occasion, but was revived by a blood transfusion— 
but none knew of his trials from himself. In his relaxa- 
tions he was a charming companion and an hospitable 
host. He was particularly fond of the stage and its 
associations, and he had a wide circle of friends. 

Joynt did not marry; his high code of honour forbade 
him linking his life with another when he found himseif 
battling against a weakened constitution. His passing 
leaves a vacancy difficult to fill and he will live in the 
memory of those who knew and valued his worth. 





JOHN ALLAN. 


Dr. Jonn_ Atran, whose death was recently recorded in 
these pages, was born in Stirlingshire, Scotland, in 1882. 
He received his medical education at Glasgow University, 
where he graduated in 1909 “with commendation”. After 
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graduation he became resident medical officer to Greenock 
Combination Hospital. Later on he took up private prac- 
tice in Lanarkshire. In 1913 he came to Australia and 
practised in Narrandera. Subsequently he moved to 
Katoomba, where he joined his brother in practice. While 
he was in Katoomba he took an active part in the affairs 
of the district; he served for a period as mayor of the 
municipality. In 1921 he moved to North Sydney, where 
he quickly established himself. 

John Allan was an energetic, almost tireless, prac- 
titioner; he read to keep himself, as far as possible, 
abreast of the advances in medicine. He would not, how- 
ever, follow slavishly what another taught; his doggedness 
enabled him to achieve results where another might have 
failed. Those who knew him well realized this and gave 
him their confidence. On several occasions he undertook 
to review books for this journal, and in his writing he 
showed an appreciation of merit and a discerning eye 
for the weaknesses of an author’s presentation. He is 
survived by a widow, a son and a daughter. To his family 
and to his brother, Dr. Alexander Allan, we extend our 
sympathy. 
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Correspondence. 
——=Ty” 
THE MORTALITY IN APPENDICITIS. 


—_—-—— 


Sire: Your leading article on the mortality of acute 
appendicitis induces me to submit the following revision 
of the causative factors leading to death from acute 
appendiceal infection. 

All will agree that general toxemia resulting from the 
local infection is the cause of death, and this general 
toxemia is fatal by causing toxic myocarditis with 
resulting cardiac failure. 

Against the toxins produced locally at the site of 
infection the body pours out serum and every surgeon who 
has operated upon many cases of this complaint must have 
been struck by this evidence of the body’s attempt to 
defend itself. When the serum produced locally at the 
site of the toxin production can neutralize that toxin, the 
entrance of the toxins into the general circulation is 
prevented or lessened and fatal myocardial pathology does 
not result. These protective efforts of the body are 
augmented by the tubes of the surgeon draining the toxins 
out of the body. That both have failed in so many cases is 
evidenced by the mortality figures mentioned in your 
review. 

The one thing that the surgeon cannot gauge is the 
capability of the body, by means of its outpoured serum, to 
overcome the toxins at the site of their production. It is 
too late when the toxins have reached the general circu- 
lation in any great quantity, because they have then 
brought about the biochemical changes in the vital cardiac 
musculature, which changes are the direct cause of death. 

It has been the experience of all surgeons to see cases 
of great local pathology with a return to health because 
there has been little or no general toxemia, and also cases 
in which the local conditions at the site of infection did 
not appear to warrant the profound symptoms of general 
toxemia which prevailed. In the first cases the pathology 
has been localized by the body’s defences overcoming the 
toxins at the seat of their formation, thus preventing 
their ingress into the general circulation; in the second 
case the body’s local defences have failed to prevent a 
general toxemia. 

The local defence is, therefore, the corner stone on which 
the arch of our therapeutic efforts should rest. The body’s 
local defence, as I have said, cannot be gauged, but the use 
at the site of the toxin production, that is, in the peri- 
toneal cavity of antitoxic serum, makes the gauging of the 
body’s local defences of no importance. By pouring anti- 
toxic serum into the peritoneal cavity the local antitoxic 
defensive mechanism can be augmented by sure and definite 
means. The introduction of serum through the drainage 
tube can be repeated if clinically called for. The main 
object is to localize the toxins and their pathology. 





For seven years, in many cases of grave appendiceal 
infection, I have followed this practice of introducing anti- 
toxic serum into the peritoneal cavity at the seat of the 
toxic production. Even in cases of general peritonitis, 
with marked symptoms of general toxemia, the repeated 
injections of serum into the peritoneal cavity have saved 
life. The condition of the cardiac musculature is the factor 
of greatest importance. 

Not only is it possible to give far greater doses of serum 
in this way than by subcutaneous injection, but also, by 
neutralizing the toxins at their source, the serum prevents 
general toxemia and, most important, prevents the toxins 
reaching the myocardium and thus bringing about the 
pathology in the heart which is the invariable cause of 
death in acute appendicitis. 

Yours, etc., 
Epwarp HEeNty SMALPAGE, 
M.B., Ch.M. (Syd.), F.R.C.S. (Eng.). 

Hengrove Hall, 

Macquarie Street, 
Sydney, 
July 7, ‘1934. 





HYPOGLYCAZMIA AND KETOSIS: THEIR _RELATION- 
SHIP TO CHRONIC ANTRAL DISEASE 
AND BRONCHIECTASIS. 


Sir: I am afraid Dr. Graham Brown has rushed into 
print before thoroughly studying my article concerning 
antral disease, appearing in the journal of May 26. 
Nowhere was it suggested that a lowered blood sugar 
caused antral disease, as I do not believe this to be the 
case. On pages 675-676 the following quotation appears: 
“The cases described in this article demonstrate, both 
clinically and radiologically, a similar nasal condition [to 
allergy] in association with a general metabolic dis- 
turbance expressed as a persistent hypoglycemia or 
ketosis”; and on page 678: “Evidence has been produced 
in support of the view that hypoglycemia and ketosis are 
important pointers to the underlying etiology of at least 
some cases of chronic sinusitis.” 

Dr. Brown makes light of a most difficult problem when 
he states that: “Both sinus and chest conditions in the 
majority have been apparently ‘cured’ by removal of 
septic tonsils and adenoids and adequate but conservative 
attention to ventilation of the diseased sinuses.” If this 
were so, then it is strange that the condition under dis- 
cussion is still increasing when many more tonsils and 
adenoids are removed than previously and when drainage 
of nasal sinuses is a much more common practice. I for 
one have seen cases after the operative procedure suggested 
by Dr. Brown, and a few were apparently permanently 
cured, the majority only temporarily relieved, and not a 
few made worse. No one would suggest that every case 
of antral disease, even in the earliest stage, can be cured 
by glucose alone. 

As I pointed out on page 676, this condition is very 
closely allied to the allergic state, and in many of the 
eases food allergy is certainly of extreme importance. 
Both experimental and clinical evidence have shown that 
the bowel is more susceptible to the passage of allergins 
in a hot, humid climate than in a cold, clear atmosphere. 
May not this explain why so much improvement frequently 
occurs in these cases when they are removed to a drier 
climate, with tonsils, adenoids and antra intact and without 
taking glucose? 

With regard to Dr. Brown’s statement, “that the radio- 
graphs after treatment all show evidence of gross chronic 
pathology”: this pathological state must be very silent, 
in view of the fact that no symptoms have occurred over 
a period of upwards of eighteen months, whereas before 
treatment symptoms were constant. 

The criticism of the asthma “cure” was _ rather 
unexpected, as this was only mentioned in passing, and 
further shows Dr. Brown’s incomplete study of my views. 
In a previous article by Dr. Bostock and myself, which 
appeared in the journal of February 18, 1933, when dealing 
with asthma we stated that “the finding of a low blood 
sugar is far from common in asthma”, and I have no 
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theory as to the relationship between hypoglycemia and 
asthma, apart from the fact that they both may be mani- 
festations of an allergic state. The patient under con- 
sideration has been free from asthma for two years after 
suffering nightly for years prior to treatment with glucose. 
(Many other forms of treatment had been tried, including 
radical operations on both antra and ethmoids.) 

With regard to Dr. Brown’s statements concerning the 
widespread use of sugar, sweets et cetera, it is important 
te remember that glucose is not used merely as a form of 
substitution therapy. 

Finally, I would like to restate my theory that many 
cases of chronic antral disease, non-tuberculous pulmonary 
fibrosis and bronchiectasis are frequently associated with 
hypoglycemia or ketosis, which are important pointers 
to a common etiological factor, to wit, allergy. 


Yours, etc., 
C. H. Srpre 


Brisbane Clinic, 
Wickham Terrace, 
Brisbane, 
July 10, 1934. 








TREATMENT OF PELVIC INFLAMMATION. 





Str: In reply to Dr. Worrall’s adverse criticism of the 
expectant treatment of pelvic inflammation, I would like 
to emphasize the following: First, in the 500 consecutive 
cases submitted in my paper, of which 174 were treated 
surgically and 326 expectantly, the exceedingly low mor- 
tality figures compare most favourably with those of 
leading gynecologists overseas. I am in complete dis- 
agreement with Dr. Worrall and am firmly convinced that 
a school which encourages a thorough investigation into 
the bacteriological causes, with recognition of the resultant 
pathological changes, and treats the same expectantly when 
indicated, will be less dangerous to the community than 
a school which has for its motto: “Get in quickly, remove 
the focus and get out.” 

And secondly, the opinions of modern gynecologists can 
be summed up by reference to Chapter VI, Volume II, of 
Pelham and Amreich’s “Operative Gynecology”, 1934, 
where we find this statement: “Experience has shown that 
80% of women with pelvic inflammatory disease may be 
made symptom free by conservative measures.” Hence 
operation is considered only after adequate and diligent 
conservative measures have failed. 

Again repeating Hertzler’s statement, namely: “Formerly 
acute tubes were common objects in the laboratory, but 
since operations in the acute stage are no longer performed 
they have become rare.” 

Yours, etc., 


108, Collins Street, ARTHUR SHERWIN. 
Melbourne, 


July 14, 1934. 





RADIONECROTIC ULCERATION. 





Sir: May I be permitted to contribute some observations 
on the treatment of these conditions. In your recent issue, 
July 7, I did not observe any reference to an important 
conservative treatment of ulceration, namely, that of ultra- 
violet light, given in sufficient dosage and of the shorter 
wave-lengths. 

Dr. Kaye Scott, on page 7, says: “The conservative 
treatment of radionecrotic ulcers consists in efforts to 
combat sepsis, to restore the blood circulation, to assist in 
the separation of the slough ... Pain must be controlled 
or alleviated.” From a study of the effects of ultra-violet 
radiation it will be seen that all the suggestions of Dr. 
Kaye Scott are fulfilled. 

If ultra-violet radiation is given in sufficient dosage it 
will cause an inflammatory reaction, the counter-irritant 
effect of which will help to relieve pain. This same 
reaction will help to restore circulation by bringing in new 
blood to the field in greater amount and will stimulate 
granulations and epithelium. The reacticn will tend to lift 
off the adherent slough. 











Finally, it is unnecessary to mention the lethal effects 
on bacteria themselves. In London, particularly at the 
Radium Institute, I saw large numbers of these ulcers 
being treated by these means. Ward and Smith were well 
pleased with the results. 

The technique must be mastered and attention to detail 
is most essential for success. 

Ulceration from other causes is equally well treated by 
the same method. 

I feel sure that much pain would be relieved and results 
be more rapid with this conservative treatment, and as a 
om Baie to more radical measures there is nothing to 
equal it. 


Yours, etc., 
FRANK May, B.Sc., M.B., B.S., 
D.M.R.& E. (Camb.). 


55, Collins Street, 
Melbourne, 
July 16, 1934. 





THE TREATMENT OF THE FAILING HEART. 


Sir: Professor Whitridge Davies criticizes the adminis- 
tration of oxygen in the treatment of the failing heart by 
means of the nasal catheter; I naturally respect his opinion 
on such a subject. He régards such treatment as an 
anachronism since the paper by himself and Gilchrist, 
which was published in 1925. I find, however, that Hilton 
(The British Medical Journal, Volume I, 1928, page 441) 
describes the catheter method favourably, though pre- 
ferring the mask advised by Davies and Gilchrist; East 
and Bain (“Recent Advances in Cardiology”, 1929, page 
196) also recommend it; Lewis (“Diseases of the Heart”, 
1932, page 29) does the same, though without much 
enthusiasm, and without reference to the mask; and 
Poulton (The Lancet, Volume I, 1933, page 244) describes 
it as the most widely used method today, though not 
really effective; he states that masks are generally 
refused altogether, and advocates a tent. I have used the 
eatheter method in hospital practice for seven or eight 
years because I have found that it increases the patients’ 
comfort and can be applied without disturbing them, and 
my house physicians and ward sisters have shared my 
view of its value. 

The mixture of morphine, apomorphine and heroin is 
one which, again, I use because I find it gives satisfactory 
results. It was given to me as a house physician by my 
chief, Dr. A. P. Luff, an expert chemist and pharma- 
cologist, and an excellent prescriber; I have used it, with 
many others from the same source, with much gratitude 
for thirty years. 

Yours, etc., 
D. W. CARMALT JONES. 

The Medical School, 

University of Otago, 
Dunedin, 
New Zealand, 

July 25, 1934. 
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Books Received. 


THE MODERN TREATMENT OF STEMI ES, J. E. Moore, 
M.D.; 1934 London: Bailliére, Tindall 4. Cox. Super 


Royai 8vo., pp. 535, with illustrations. Price: 22s. 6d. net. 


AIDS TO OBSTETRICS, by L. Williams, M.D., M.S., F.R.C.S., 
M.C.0O.G.; Tenth Edition; 1934. London : Bailliére, Tindali 
and Cox. Foolscap 8vo., pp. 227. Price: 3s. 6d. net. 

MEDICINE: ESSENTIALS FOR PRACTITIONERS AND 
STUDENTS, by_G. Beaumont, M. F.R.C.P., 
D.P.H.; Second Edition: 1934. London: J. and x Chuschiti’ 
Royal 8vo., pp. 763, with 61 illustrations. Price: 21s. net. 


STUDIES IN Boop FORMAT by T. D. Power, _>.. 
M.R.C.P., D.P.H., D.P.M.; 1934. London: J. and A. 
Churchill. Demy 8vo., pp. 124, with illustrations. Price: 
8s. 6d. net. 


MANTEL ATIVE TREATMENT FOR THE MEDICAL PRAC- 
TITIONER, by T. Marlin, M.D., MB. Ch.B., D.P.H., 

RCPS. D.M.R.E.; 1934. London : "Edward Arnold. Demy 

Svo., pp. 140, with illustrations. ‘Price: 108. 6d. net. 
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Diatp for the Month. 


6.—New South Wales Branch, B.M.A.: 
and Science Committee. 

7.—Tasmanian_ Branch, BMA. : Council. 

Rar ~~ Branch Branch. 

11-—Rew South Branch, BMA : Council. 
ew South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

14.—Tasmanian Branch, B.M.A.: Branch. 

15.—Western Australian Branch, B.M.A.: Branch. 

15.—Victorian Branch, B.M.A.: Clinical Meeting 

21.—New South Wales Branch, B.M.A.: Ethics Committee. 

21.—Tasmanian Branch, iw A: Council. 

22.—Victorian Branch, M.A.: Counci 

23.—New South Wales Branch, B.M.A. : Clinical Meeting. 

Aus. 24. ueensland Branch, B.M.A.: Counc 

Aue. 28.—New South Wales ‘Branch, 'B.M.A.: Medical Politics 

Committee. 

30.—South Australian Branch, B.M.A.: aye 

30.—New South Wales Branch, B.M.A.: Bran 

3.—New South Wales Branch, B.M.A.: pe and 
Science Committee. 

4.—Tasmanian Branch, B.M.A.: Council. 


Organization 


Aua. 
Aue. 


AUG. 
Aue. 
Aua. 
Ava. 
Aua. 
Aue. 


Ava. 
Aue. 
Sepr. 


Sept. 





Medical Appointments. 


Dr. T. L. Dunn (B.M.A.) has been appointed Assistant 
Medical Officer of Health, Office of the Director-General of 
Public Health, New South Wates. 

* * = 

Dr. R. M. McMaster (B.M.A.) has been appointed Medical 
Superintendent, Office of the Director-General of Public 
Health, New South Wales. 

. . 

Dr. M. Clark (B.M.A.) has been appointed Medical 
_Officer of Health by the Lake Grace Road Board, Western 
Australia. 

. s 

Dr. D. D. Coutts (B.M.A.) has been appointed, pursuant 
to the provisions of the Workers’ Compensation Act, 1928, 
to be a Certifying Medical Practitioner at Williamstown, 
Victoria. 

. s - 

The undermentioned have been appointed Members of 
the Medical Board of South Australia: Dr. B. H. Morris 
(B.M.A.), Dr. R. S. Rogers (B.M.A.), Dr. E. A. Johnson 
(B.M.A.), Dr. H. H. E.. Russell (B.M.A.), Dr. A. M. 
Cudmore (B.M.A.). 

- o aa 

Dr. H. V. Hanson has been appointed Medical Officer, 
Office of the Director-General of Public Health, New South 
Wales. 

. . J 

Dr. W. R. James has been appointed Medical Officer of 

Health by the Tambellup Road Board, Western Australia. 
. . > 


Dr. L. D. Hodby (B.M.A.) has been appointed Medical 
Officer of Health by the Yilgarn Road Board, Western 
Australia. ; 
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Wedical Appointments Pacant, etc. 





For announcements of medical aypotntments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xx, xxi, xxii. 


British MEpICcAL ASSOCIATION, VICTORIAN BRANCH: Medical 
Secretary. F 

CHILpREN’s Hosprrat (INcorPpoRATED), Pertn, 
AvsTRALIA: Junior Resident Medical Officers. 

LAUNCESTON Pustic Hosprrat, LAUNCESTON, TASMANIA: 
Resident Medical Officer (male). 

MATER MIisSERICORDIa CHILDREN’s Hospirat, BRISBANE, 
QUEENSLAND: Resident Medical Officer. 

Sr. Grorce Drisrratcr Hosprrar, Kocaran, New 
Wates: Honorary Officers, Pathologist. 

THE BrRIsBANE AND SoutH Coast Hospirats Boarp, QuEENS- 
LAND: Honorary Officers. 

THE WomeEN’s Hosprrat, Crown Street, Sypney, 
Sovurn Watts: Hoforary Clinical Assistant. 


WESTERN 


SoutH 


NEw 





Medical Appointments: Important Motice. 


Mapica.L pormgeted y for any 
appointment’ re on ge to in in the yp wit gat o. Branch 
first —— with the 0 Saaorey 
named first column, with the M 
British Medical Association, Tavistock ienere London, Wer L 





BRANCH. APPOINTMENTS. 





Australian. Natives’ Associa 


iation. 
Ashfield and oe. United Friendly 


ties’ Dispensa: 
Balmain United Friendiy Societies’ Dis- 


; Friendly ° Society — -~ 

Secretary, | Leichh: ona RR, 

135, Macquarie Street, 
ey. 


a. 
Friendly Societies’ Dispensary 

Manchester Unity Medical and Dispen- 
sing Institute, Yoxtord Street, areas: 

North Sydney Friendly Societies 
pensary Limited. 

People’s dential Assurance Company 


mited. 
Phenix Mutual Provident Society. 





All Institutes or Medical Dispensaries. 

VICTORIAN : Honorary _—— Prudential Association, Pro- 
etary, Medical pri 

Society Hall, TBast 

Melbourne. 

ital or other appointments outside 

ictoria. 





bane Associated Friendly Societies’ 
online ose 
oe 
Q : Honor- | Mem sniping 
ary A. ments and —o desir 
Building, 
Stree 


= a , ee 
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Adelaide to an COUNTRY 
t, Brisbane. an6 adv in their own 


submit a ‘co py of their 
to the Council before 


signing. 
Lower Burdekin District Hospital, Ayr. 





Comer. ¥rieeaiy PP Clarendon 
ot fiat ich, District Council of 
Ledge Appointments in South Aus- 


All Gontract Practice Appointments in 
South Australia. 


SoutH AUSTRALIAN 
Secretary, 207, North 
Terrace, Adelaide. 





Wrst BERN AvUs- 
All Contract Practice Appointments in 


Western Australia. 





Friendly ~ a el Lodges, Wellington, 
N Zealand. “ 


Hono Secretary, ew 
Wellington. 








Editorial Motices. 


MANUSCR' forwarded to the office of this sommes cannot 
under pay ¢ ircumstances be returned. Or articles for- 
warded for publication are understood to be affered to THE 
ee JOURNAL OF AUSTRALIA alone, unless the contrary be 
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All communications should be addressed to “The Editor”, 
Mepicat JouRNAL OF AUSTRALIA, The Peat House, 
Seamer Street, Glebe, New South Wales. (Telephones: 
MW 2651-2.) 
Members and a ane fa ng to notify the Manager, 
New South Wales's without 4 olay, of a in the 
ew a out delay, "any y 
pans EM, Journal. The mx management er ok reign 
respons or recognize any im arising out of non-rece 
journals unless such a rthertion is 7t-7-* within one month. 


aaa Ratzs.—Medical students and others not 
receiving THz b—_ — fooanat, of Austeaias in virtue of 
membership the Branches of the British M Association 
in the Commenweaith can becorne subscribers to the journal by 
applying to Lt phy or through pA A weer agents ane poss 

A jons can beginning 

quenher ane re renewable on December 31. The — are £2 
or Austra lia and Ze be. gavead por anu payable in advance. 





